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administration and activities were separate, 

specialized, formalized responsibilities dele- 
gated to particular departments and staff spe- 
cialists. There was a distinct attitude on the 
part of management that they employed experts 
to take care of the people in the organization 
and to be responsible for the human factor in- 
volved. Management’s job was to run the busi- 
ness. The personnel department’s job was to 
supervise and guide the human forces involved. 
In my opinion, however, the present era will 
establish a new status for personnel administra- 
tion. It will make personnel administration — 
responsibility for the human factor—and manage- 
ment responsibility one and the same. Proper 
dealing with the human factor in an organization 
is management’s task, is management’s most im- 
portant responsibility, and cannot be delegated to 
staff members or departments. 


| T WAS not so many years ago that personnel 


It is probable that many administrators have 
experienced attempts to “sell”? management on a 
personnel program, and the budgets, expendi- 
tures, and appropriations required to make that 
program effective. Rather than trying to “sell’’ 
management, it would seem that there is a 
simpler, a more reasonable, and a more logical 
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approach. If efforts were directed toward trying 
to influence management on sound management 
practices and administrative processes, apprecia- 
tion by management of the place of personnel 
programs in that picture would be a conclusion 
rather than a subject for intensive consideration. 
If enough interest in the question of management 
can be created on the part of executives and 
administrators so that they will promote discus- 
sion of the basic management processes within 
their own organizations, the human element is 
bound to take its proper place. Rather than dis- 
cussing personnel and training as such, discuss 
management, and it soon becomes obvious that 
management is personnel and training. 


You are probably confused at this moment as 
to how that can be done. Here is a tangible illus- 
tration. Visualize, if you will, the top executive 
group of your particular bureau or agency sitting 
around the conference table for the purpose of 
analyzing the procedures of management. From 
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my experience, such a discussion, if followed to 
a conclusion, will develop an analysis similar to 
that which follows. The form may not be the 
same, the words may not be the same, the arrange- 
ment might be quite different, but the conclusions 
will be similar. 


Management 


Management is the responsibility for accom- 
plishing results through the efforts of other 
people. Further investigation discloses that there 
are many synonyms for the word, such as ad- 
ministration, supervision, foremanship, leader- 
ship. They all mean one and the same, varying 
only in degree of responsibility. Management 
refers to any individual having responsibility for 
the activities of others, whether he be the chief 
executive of the organization with 10,000 people 
under his direction or whether he be the straw 
boss with three or four people under his direc- 
tion. Now let us break the term “management” 
into its basic parts: 


MANAGEMENT 
| 





PLANNING CONTROL 
Management divides itself into at least two basic 
functions: planning and control. There you have 
administrative responsibility in its simplest form. 
From this simple breakdown you can. produce the 
executive function in one statement: 


“The function of an executive or supervisor 
is to determine specifically what he desires to 
have his organization accomplish; to measure 
accurately how well it is being accomplished; 
and to develop and provide adequate methods 
for bringing present organization. perform- 
ance up to the level required for complete 
accomplishment of objectives.” 


In other words, management has to plan, and 
then set up controls to sée that the organization 
functions in accordance with the plan. 


As long as human beings have weaknesses, and 
that will probably be long after you and I are 
gone, human performance will never reach prop- 
erly established objectives. That is why we have 
leadership; that is why we have managers and 
supervisors. Their job is to get people to do more 
nearly what they ought to do. The value of a 
leader is interpreted in terms of his capacity to 
accomplish just that. 


The Development of People 


If you agree with the analysis to this point, and 
if any group comes to the conclusions offered thus 
far, the next observation is a most important one. 
It is an observation that executives throughout 
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this country are making today. It is a definite 
contribution to the advancement of the science 
of management and to the progress of human 
relations in business and government. It has 
come to me from the mouths of many influential 
men in administrative circles. Put this statement 
to the test; tear it apart; look at it through every 
microscope of practical reality that you have at 
your command. Here it is: Management is not 
the direction of things, it is the development of 
people. The administrator’s job is not to make 
things or to direct things; it is to select and de- 
velop people who can. It is to create an organiza- 
tion of human. beings that can accomplish those 
activities for which the administrator is held 
responsible. 


This is not an idle dream; neither is it a fleecy, 
intangible ideal taken from the glorious sphere 
of unreality. It is a practical, hard-hitting, in- 
evitable conclusion that anyone will reach who 
is willing to take the time to analyze exhaustively 
and conclusively the responsibility of manage- 
ment. 


The day has gone which encouraged the type 
of executive practice which used to say: “I have 
a job to do. I’ll get a man who can do it. If he 
doesn’t do it, I’ll fire him and get somebody else.” 
We are beginning to realize that organization, 
administration, public and private enterprises are 
just agencies of human development. They are 
just channels through which individuals exchange 
their creative abilities for the services of others. 
Management has its functions to perform in the 
progress of civilization just as has the church, 
the school, or any other agency of society. There- 
fore, executives and supervisors are taking people 
as they are, imperfect as they may be, with what- 
ever background, experience, and training they 
may possess, and are changing their attitudes, 
improving their skill, increasing their knowledge 
and altering their habits, and thereby making 
them better workers and better citizens. 


Such an observation. challenges the very best 
in us. Before we accept it we should put it to 
the test. Take any activity in the public service 
which now comes to your mind and try to prove 
that that activity can be handled satisfactorily 
without developing somebody to handle it and 
without involving the attitudes and skill of hu- 
man beings in the public service. Take an activity 
which is as cold, as cut and dried, as statistical 
and impersonal as a departmental budget. Try 
to properly prepare, submit, secure approval of 
and administer any budget, large or small, with- 
out dealing with the human factor. It cannot be 
done. Therefore, I reiterate the conclusion given 
in my earlier comments—that in approaching the 
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subject of personnel administration by first con- 
sidering the basic processes of management, you 
will arrive at the ultimate conclusion that man- 
agement and personnel administration are iden- 
tical. 


Relationship of Planning 
Let us follow this analysis of management a 
little further. Consider if you will that basic 
factor of management dealing with planning: 
MANAGEMENT 
| 





PLANNING ConTROL 
POLICY 

FORMATION 

1 Objectives 

2 Procedure 


3 Responsibility 


The dictionary tells us that planning is policy 
formation, and if we look under policy we will 
discover that it is a plan of action. In other words, 
planning is the formation phase of administration 
or management. It is the first part of the execu- 
tive function. Its importance cannot be over- 
estimated. It would seem that before human 
beings can be coordinated in the accomplishment 
‘of a common objective, plans must be created and 
stated in a form that the organization can. under- 
stand and follow. A policy must be clearly stated 
and written in order to accomplish its purpose 
in the administrative processes. 


The best illustration that has come to my atten- 
tion was submitted by someone in a conference 
of business leaders. I cannot even tell you who 
it was, but it seems good. You might have in your 
mind a house that you want to build and you know 
exactly what that house looks like as well as the 
interior arrangement of it. You know every brick 
and piece of mortar. You know every closet, nook, 
and cranny. In your entire lifetime you will never 
get a house that looks like the one in your mind 
until you have three fundamental tools: First, 
an architect’s drawing of the finished house; sec- 
ond, a blue-print indicating the procedure by 
which the house can be built; and third, an indi- 
cation on that blue-print as to what the carpenter 
is to do, the electrician, the mason, the plumber, 
the roofer. 


What is the difference between building a house 
and building a public service which your par- 
ticular bureau or agency represents? It would 
seem reasonable to conclude that if it applies in 
the case of the house, it is equally true that you 
will never secure the result you want in any or- 
ganized effort unless you have a policy which indi- 
cates in writing the objectives to be accomplished ; 
unless you have developed a basic procedure which 
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will accomplish those objectives; and unless you 
have definitely assigned the steps of that pro- 
cedure to individuals and departments in your 
organization. 


Do you see any loopholes in that? Only you 
can answer in your own mind how sound and 
how complete the policy formation or planning 
phase is handled in the organization of which 
you are a part. This is a basic consideration in 
sound administration. We shall later explore its 
relationship to the human element. 


Means of Control 


Let us now turn our attention to the other basic 
part of management or administration which we 
have identified as control. What media of control 
does an administrator have to see that people func- 
tion. as he would like to have them function? 











MANAGEMENT 
PLANNING CoNTROL 
POLICY 
FORMATION 
1 Objectives 
2 Procedure ORGANIZATION 
3 Responsibility STRUCTURE SUPERVISION 








Organization Structure 


There seem to be at least two media of control. 
These are by no means all but they are basic. The 
first one in this sequence of thought is organiza- 
tion structure. This is a term which, like “policy 
formation,” has been used loosely and frequently ; 
and yet is is a term that must be as clearly under- 
stood as “budget,” or “personnel,” or any other 
term which has very specific meaning to us. Here 
is a definition, not from the dictionary or from 
any textbook, but from the experience of suc- 
cessful executives: Organization structure is the 
medium which makes it possible for individuals 
to work together in groups as effectively as they 
would work alone. That is why we have organiza- 
tion structure. There is no other purpose for it. 


If every person in an organization does not 
understand this concept, if there is not uniform 
visualization of it, if there is any confusion as 
to responsibility, authority, and inter-relation- 
ships, the results are duplication of effort, omis- 
sion of responsibility, friction, politics, jealousies, 
all of which create lost time and lost effort. It is 
very interesting in attacking individual problem 
cases involving morale or personal relationships 
to trace the organization structure concerned. 
You usually will find that such difficulties arise 
from misunderstanding or confusion as to indi- 
vidual responsibility, authority, and relationships 
with other people. If an organization structure 
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is not sound, the people in it cannot perform 
properly. 
Supervision 


A second medium of control is supervision. 
How neglected and abused that simple word is! 
However, one of the trends of the times is that 
supervision is taking on new life, new significance, 
and deeper meaning. The time is here when the 
position and the importance of supervisors in an 
organization are taking their proper place. Execu- 
tives and administrators are realizing that super- 
vision is a tool of management that needs careful 
consideration and constant sharpening. Many of 
you have heard on programs of trade and profes- 
sional association conferences, as well as in. per- 
sonnel circles, such subjects as: “The Part of the 
Supervisor in Policy Formation’; “The Relation- 
ship of the Supervisor to the Line Management” ; 
“The Supervisors Responsibility toward Manage- 
ment.” It is suddenly dawning upon us today that 
the supervisor is not a part of anything; he is not 
related to anything; he is it. The supervisor is 
management. Only to the extent that we recognize 
that will we make full use of one of the media of 
controlling the activities of people so that they 
will work according to our plans and objectives. 


Supervisors differ from top management only 
in degree. The president of a company or the 
head of an. agency might have five thousand 
people under his direction while a supervisor 
may have only fifteen, but the supervisor has to 
secure from those fifteen what the head of the 
company or agency is trying to secure from 
the five thousand. The head of an organization 
may have forty basic activities with which he 
is dealing; the supervisor may have only seven, 
but the supervisor has to administer those seven 
activities so as to secure the results that the head 
of the organization is trying to secure from forty. 
The head of a unit may have the United States 
for his territory; the supervisor may have the 
corner of an office, but in that corner of that office 
he is the boss, and until we fully appreciate that, 
some of the human relationships which we desire 
are not possible. 


It is tragic when you hear some worker say, 
“Why, I like my supervisor. Bill is a swell guy. 
But why should I go to him with my problem? 
He cannot do anything about it. He has no 
authority. All he does is to take my problem to 
someone else. By the time it has gone through 
three or four mouths or letters, it is so diluted 
that no one knows what is the matter with me. 
Therefore, I would rather go directly to the in- 
dividual who can settle my difficulty.” Wherever 
such an attitude is present, full appreciation of 
the value of supervision does not exist on the 
part of the management concerned. It is a chal- 
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lenge to management to answer whether or not 
the immediate supervisors of the workers should 
be encouraged and allowed to develop relation- 
ships with those workers which are based upon 
confidence and respect. If the answer is “yes,” 
those supervisors must be given authority and 
must be trained to use that authority intelligently. 


Up to this point we have dealt with what might 
be called the basic principles of administration 
or management. Not a word of it is new, possibly 
the arrangement is a bit unique. Maybe this 
simplification of it will help us to understand the 
great maze of profound thinking that has been 
done on this subject. Practically every adminis- 
trator or legislative executive will say that he 
agrees with these principles. Executives, super- 
visors, and foremen by the score have endorsed 
them. Observance of them would insure better 
human relationships in any organization and - 
would guarantee fulfilment of the objectives of 
the heads of these organizations. Then why is it 
that these principles have not been practiced more 
commonly or have not been observed to their 
fullest extent? In trying to answer that question, 
the group discussions that are included in my 
experience argue something like this: 


Management Is a Profession 


Management or administration is a profession. 
We come to that conclusion because the dictionary 
tells us that a profession is “a calling in which 
one professes to have acquired some special 
knowledge used by way either of instructing, 
guiding, advising or serving of others.” In any 
profession there are certain known facts and 
basic principles that have been discovered by pre- 
decessors—those principles with which the law- 
yer, the doctor, or the engineer does not have to 
experiment. Centuries of experience tells them 
that if they will do certain things, certain results 
will occur. There are other facts and principles 
which have not been discovered that are classified 
in the field of experimentation and which offer an 
opportunity for the present, lawyer, doctor, or en- 
gineer to make a contribution. to his profession 
by further discovery. 


It is just as true of management, as it is of any 
other profession, that there is a field of known 
facts and principles as well as a field wide open to 
experimentation and discovery. Some of the 
known principles have been presented above. 


If management is a profession; if there are cer- 
tain known principles to be observed, then should 
not people in administrative and supervisory jobs 
have some kind of a formula to follow tnat will 
insure proper observance and application of the 
basic principles? As a result of this deduction, 
months and years of struggling and development 
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give us what is now called a management for- 
mula. As it is presented, check it against per- 
sonnel administration, as you know it, and see 
how many of the commonly accepted personnel 
practices it includes. On the other hand, try to 
identify any part of it as not being personnel ad- 
ministration. And yet, executives and supervis- 
ors have told us that it is a simple procedure 
which, if followed in a well-organized, continuous 
and thorough way, will accomplish the adminis- 
trative job. Here it is: 


THE MANAGEMENT FORMULA 
1 Organization clarification 
2 Standards of performance 
3 Individual analysis 
4 Help and information 
5 Source (of help and information) 
6 Time schedule (for supplying help and in- 
formation.) 


Organization Clarification 


Organization clarification: What a high-sound- 
ing term that is! If anyone had tried to secure 
the adoption of that term by a live-wire, prac- 
tical, hard-hitting organization, he would have 
been thrown out as an. academic fool. And yet 
that term was developed by operating foremen, 
supervisors, and executives who like it. As long 
as they like it, I expect they will keep it. Just 
what does it mean? It means that anyone who 
has supervision of others should make sure that 
those people understand what their functions are, 
what the authority is that goes with those func- 
tions, and what the relationships are that they 
have with other people while performing those 
functions. 


Does not that make common sense? I ask you 
if it is not the very basis of morale, if it is not 
the very foundation of human relationships in an 
organization? Does it not seem reasonable that 
a new employee should understand these basic 
facts about his job before he jumps into situations 
that create friction, before he accidentally steps 
into conditions which are unknown to him, and 
before he cuts his own throat and ruins himself 
without having the opportunity actually to dis- 
play the full abilities that he has? Think hard 
of the situation in which you now find yourself. 
Are these facts clear to you about your own job? 
Are they clear to you about the jobs of others 
with whom you are dealing? If not, you have a 
situation which is gnawing steadily at the human 
relationships in that part of the public services 
with which you are identified. 


Standards of Performance 


Standards of performance are nothing more 
nor less than statements of conditions that will 
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exist if the job is well done. Again, put the mag- 
nifying glass of practicality on every one of these 
steps. Does it not seem reasonable, does it not 
make common sense that, in order to accomplish 
a given result in an organization, each person 
contributing to that result should have the same 
understanding as others with whom he is work- 
ing as to what the organization is trying to 
accomplish as well as his or her own particular 
contribution to it? 


Can you imagine what would happen in the 
football stadium or the baseball park if no agree- 
ment existed among the members of the team as 
to the results they were trying to secure? Can 
you imagine the coach sending the star half-back 
out on the field with instructions to take the ball 
and run, and keep running, paying no attention 
to the goal line, the stadium, or anything else, 
run anywhere, run as fast as he can, never stop 
running? No, the coach does not do that. He 
tells his back field to get the ball and make a first 
down on four tries. That constitutes satisfactory 
performance. That is the standard. If by any 
chance the ball-carrier can make a touch-down on 
one try, then he has that much better than satis- 
factory performance and will be recognized for 
it. While the coach is exhilarated by super-per- 
formance, he will at:the same time be perfectly 
satisfied if the standard is reached. 


Do you suppose that every employees in the 
public service in Washington knows exactly what 
the objectives are of the agency or bureau with 
which he or she is identified? Is there agreement 
in every section in this Federal Government as to 
quantity, quality, and speed of services being 
rendered? Yet it is the rank and file worker in 
the public service who is doing the work for the 
United States taxpayer. If there is confusion as 
to what constitutes good performance, is it any 
wonder that there is confusion in the ranks? 


Do you not agree that common understanding 
as to specific job objectives, as well as depart- 
mental or organization. objectives, affects individ- 
ual morale and human relations? Do you not 
agree that it has a tremendous effect upon an in- 
dividual worker to be able to return home at night 
knowing that his work has been performed satis- 
factorily, knowing that results desired by supe- 
riors have been accomplished? 


Individual Analysis 


Individual analysis sounds like something very . 
mysterious, academic, idealistic, impossible. And 
yet the individuals who developed this formula 
created that term. They like it and they use it. 
All it means is that people in positions of super- 
vision and leadership should periodically compare 
the present performance of the individuals under 
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their direction with the standards of performance 
that have been set. That sounds rather simple, 
and yet it is the most important leadership qual- 
ity known today. It is the ability to tell people 
exactly what you think of them and still command 
their respect and confidence. 


The future of democratic organizations and 
processes in this country depends upon the ex- 
tent to which this quality of leadership can be 
developed. Under other forms of government, 
under many of the “isms” gaining prominence to- 
day, this quality of leadership is not required. 
It is not necessary personally to analyze individ- 
uals in a way that inspires respect and confidence. 
Under other forms of life, force, and not influen- 
tial leadership, commands the respect. 


This is the hardest phase of supervision. This 
is the point at which managers and supervisors 
get down to the analysis of the performance of 
their organizations as compared with the objec- 
tives. All of the work of the formula up to this 
point—clarification of jobs and setting of stand- 
ards—is simply preparatory for this particular 
step. All that follows in the formula is based 
upon the findings of this particular step. 


This is the point at which “problem cases” must 
be squarely faced. So many individuals are 
known to be problems by everyone in the organ- 
ization except themselves. Attempts are being 
made continually to transfer our problems to 
other departments by misrepresenting their qual- 
ifications and their performance. Management 
cannot and dare not evade individual problem 
cases. Neither can they transfer those problems 
nor eliminate them until every possible effort has 
been made to solve the problem by dealing with it 
on an individual and understanding basis. It is 
rather interesting to note that leaders who have 
the capacity to discuss the performance of indi- 
viduals with those individuals themselves, and at 
the same time create mutual confidence and re- 
spect, do not have so-called “problem cases” in 
their organizations. 


Help and Information 


Having decided the functions of each job; hav- 
ing decided the results that will be secured if the 
job is well done; having discovered how well each 
employee is performing as compared with the 
standards; an executive or supervisor now has all 
of the required information to determine what 
each person under his direction requires for in- 
dividual improvement. Does that not seem to be 
the intelligent and common sense basis for a 
training program? Does it not seem better to 
base our training courses and our instructional 
work on the individual needs of the people in the 
organization, rather than upon some fine, beauti- 
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ful, costly program developed at headquarters 
which half the people in the organization do not 
want and few need? If the management formula 
has been intelligently. applied up to this point, 
enough individual and group needs will have been 
discovered for training programs to cover the 
next five years. List exactly what those needs 
are from the individual analyses that have been 
made. 
Source of Help and Information 


Having discovered what is needed, the next es- 
sential step is to determine the best possible 
source of help and information. Generally speak- 
ing, there are at least four. The first is the boss; 
the second is some specialist in the organization; 
the third is some specialist brought in from out- 
side the organization; and the fourth is some out- 
side institution of learning to which the individ- 
ual may be sent. They should be considered in- 
that order. 


Time Schedule for Individual Improvement 


The time schedule for supplying help and in- 
formation appears in. the formula simply because 
of a common principle of life about which there 
seems to be no argument, that if we want time, 
we must plan it in advance. If all of the previ- 
ous five steps of the formula have been carefully 
followed and definite time is not set aside on the 
calendar, in advance, then the actual individual 
improvement required will not be supplied. That 
is human nature. 


One of the most difficult bridges to cross in 
starting a program such as I have outlined here 
is the time factor. Executives and supervisors 
will immediately start figuring the cost of doing 
all this. Actual experience discloses that if the 
time is established well in advance, practically 
all employees, supervisors, and executives in- 
volved will adjust their work and will arrange 
the time so there is no panic, confusion, or over- 
time required. However, if it is announced on 
Thursday of this week that there is to be a group 
conference on Monday of next week, chaos re- 
sults. We find it possible to plan our work to be 
away on vacations, we seem to be able to take 
care of emergencies, we seem to be absent on sick 
leaves; does it not seem just as reasonable that 
one of the “musts” on our time should be set aside 
for a carefully planned program of individual and 
group improvement? 


Observance of Basic Principles 


Recall, if you will, the basic principles discussed 
in the first part of this presentation. If you will 
then check the steps of the management formula 
against those principles, you will see that pro- 
vision has been made for application of each of 
the principles. For example, step one of the 
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formula, organization clarification, establishes 
procedure and assigns responsibility, which are 
two of the requisites of sound policy formation. 
This step also sets up the organization structure 
which is one of the mediums of control. 


The second step of the formula, standards of 
performance, establishes individual and group ob- 
jectives, which constitute the first requirement of 
sound policy formation. The rest of the steps of 
the formula—individual analysis, help and infor- 
mation, source and time—are just good supervi- 
sion, which is the second medium of control that 
an executive has at his command. In other words, 
the management formula, like the doctor’s for- 
mula, insures the user that he has taken into ac- 
count the fundamental requisites before arriving 
at his decision or taking definite action. Experi- 
ence tells him this. Predecessors have established 
it for him. Therefore, he does not have to lie 
awake nights wondering whether or not he is 
dealing comprehensively and completely with the 
efforts for which he is responsible. 


Method 


A presentation of this kind is always discour- 
aging to the reader because he undoubtedly will 
complete his reading with the reaction, “This is 
all very sound in theory, but how do you actually 
do it?” There are two reasons why detailed tech- 
nique cannot be presented here: The first is, tech- 
nique is changing and improving continually and 
what would be presented here might quite pos- 
sibly be different tomorrow; the second is, tech- 
nique is of secondary importance. If an organ- 
ization wishes to follow the approach outlined 
above, that organization, with all of the executive, 
supervisory, and employee abilities contained 
therein, will find its own method. The important 
fact to remember is: if the philosophy is sound, 
if the principles are sound, then try to apply 
either the formula suggested here or some other 
kind of carefully organized management ap- 
proach. A sincere trial will develop a method; 
continued yse will constantly improve that 
method. Unfortunately, many people shy away 
from the approach suggested because the method 
is not clear in all its details or because in many 
respects it seems imperfect. If someone had not 
driven. the first automobile and others had not 
used successive models, the 1941 car would not 
have been possible. Improvement comes only 
with use. 


Consultative Supervision 
However, there is one feature of the method 
that may be presented with some assurance. The 
management formula should be applied by con- 
sultative supervision. Functions should be defined 
in conference with the people performing those 
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functions. Standards should be established in con- 
sultation between immediate supervisors and the 
people who have to reach those standards. Indi- 
vidual analysis should be made by the boss and 
the worker. being analyzed. The worker can very 
often make suggestions as to the help and infor- 
mation required, and either the individual or the 
group concerned should be consulted as to the 
source and the time in relation to the needs indi- 
cated for the improvement of attitude, skill, 
knowledge or habits. 


To such an observation, there is always the 
reaction “How in the world could we ever get 
time for all this conference and consultation and 
individual discussion? We already have more 
than we can do. The defense program has put 
additional burdens on our shoulders. We are now 
working over-time, holidays, weekends. Time! 
Time! Time!” I wish the circumstances were 
such that I could show you the results of actual 
tests on this particular issue. I believe I could 
prove to you that less total time is consumed if 
we discuss problems, plans, policies with our peo- 
ple in the organization before decisions are made 
than if we make the decisions, announce them, 
and then through telephone calls, memoranda, 
special bulletins, and personal instructions in- 
terpret, correct, alter, supplement and in. some 
cases withdraw the decision completely. It takes 
less time to let the people in the organization con- 
tribute to a decision before it is made than it does 
to make it and then try to get the organization 
to understand it. 


An organization democracy is a bit different 
from a political democracy. A _ political democ- 
racy rules by majority; an. organization democ- 
racy solicits the opinions and contributions of 
subordinates and associates with the ultimate de- 
cision resting upon the shoulders of one person. 


Recently, a successful, top-ranking executive 
made the statement to me, in all sincerity and 
with quite some truth, “If the workers out on. the 
firing line were creative, they would not be work- 
ers. They would be supervisors or executives. If 
it were possible for them to contribute to policy, 
method, and management decisions, they would 
be in positions of supervision over other people.” 
The point missed is that a group of people, under 
competent, discussional leadership, can be more 
creative and constructive than any individual 
member of the group. Some one member has an 
embryo idea which may be crude, incomplete, im- 
possible. However, it creates a thought in the 
mind of some other person; a third adds to it; a 
fourth creates and amplifies; a fifth modifies, 
until before you know it a very fundamental and 
substantial contribution has been made. As 
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someone has said, “Twenty minds are better than 
one.” 
Conference Leadership 


Much has been written on conference leader- 
ship. There are textbooks and detailed instruc- 
tions. It all boils down into one fundamental 
guiding principle: If you are a conference leader, 
know definitely the question to which you want 
answers, have in your own mind the best answers 
that you can possibly develop, and come out of the 
conference with better answers than those with 
which you entered it. That means that the group 
has contributed; the group has created; the group 
has helped build. The result is theirs as well as 
yours. 


That is what is meant by consultative super- 
vision. That is what we mean by developing the 
human factor in an organization. All the man- 
agement formula does is to chart the course and 
furnish the instruments with which to sail. What 
a challenge to real leadership! Do you see why, 
in the opening comments, we maintained that per- 
sonnel administration and management are one 
and the same? Consultative supervision is the 
fundamental task of executives and supervisors. 
How much better it is than spending our time with 
details, signing appropriations, signing all kinds 
of forms, answering telephones, writing memos, 
doing a lot of things that could be delegated to 
people of less ability. The hardest job in the 
world is to develop people. Therefore, it would 
seem reasonable that the best ability we have 
should be directed toward the accomplishment of 
the hardest job. It is fair to assume that the 
individuals with the greatest ability are those who 
have worked themselves into executive and super- 
visory jobs. 


What a challenge this presents to those of us 
engaged full time in personnel work. We are 
trying to spread this basic concept and philosophy 
of sound management. We are constantly trying 
to help executives and supervisors catch the view- 
point that administration is not the direction. of 
things, it is the development of people. How 
much more challenging it is to deal with and dis- 
cuss the fundamental processes of over-all ad- 
ministration, rather than pigeon-holing ourselves 
in the realm of specific personnel activities. 


There are those who have studied this program 
without catching the philosophy behind it, and in 
some cases an unfortunate interpretation has re- 
sulted. Such individuals have labeled the program 
“efficiency engineering.” They have had the 
faulty and superficial idea that the whole man- 
agement formula is directed toward greater pro- 
ductiveness. In contrast, I submit this theme as 
a basic philosophy: Efficiency as an end is an evil, 
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but as a by-product of good morale it is a just 
reward. Administrators, executives, managers, 
supervisors, foremen all over the country, both 
in public and industrial organizations, are ap- 
preciating today that the main objective of an 
organization is to develop people, to create better 
workers, better citizens, better morale. Upon the 
extent to which this is accomplished depends the 
quantity, quality, and speed of the production of 
the workers in the organizations involved. 


This is a big job for personnel people. There 
are still hundreds and thousands of executives and 
supervisors who either have not caught this phil- 
osophy or who do not see the possibility of its 
practical application. If we spend our entire 
time influencing the powers of management along 
these lines, we will have plenty to do, and many 
of the detailed programs over which we are now. 
greatly concerned will suddenly grow into full 
bloom as an indirect result of that influence. 


Summary 


It has been my effort to point out that the basic 
principles of sound management and the basic 
philosophies of good personnel administration are 
identical; to point out that a well-organized and 
continuous effort along the lines of some manage- 
ment formula will recognize these principles and 
put them into effect. It has been my attempt to 
prove that the human factor in an organization 
is management’s responsibility and that if the 
administrator will accept this responsibility, per- 
sonnel administration, will be greatly strength- 
ened. 


In addition to this, I have tried to establish the 
thought that good morale is an indication of sound 
human relationships and that the best way to 
build morale on the part of an individual worker 
is to clarify what he or she is to do, to reach an 
agreement as to when the job is well done, to 
periodically strike a balance sheet with that in- 
dividual indicating where he stands in the 
opinion of management, and to provide each in- 
dividual worker with a personal improvement 
program indicating the help required, the source 
of that help, and when. it is to be given. Is not 
that human engineering? Is not that good per- 
sonnel administration? And is not it all man- 
agement’s responsibility? 


It means that those in executive and super- 
visory positions who benefit by your influence to- 
ward this end will come to the conclusion of each 
year as the recipients of the greatest possible re- 
ward any person can have, that of having those 
who look to them for direction say they are better 
men and better women and are enjoying fuller 
lives because of the particular leadership they 
have received. 
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Federal Tax Regulations Relating to Corporations 
Engaged in Charitable Services 


IVAN R. LASHINS, C.P.A: 


LL revenue acts to date have granted 
A exemptions from Federal income taxes to 

corporations engaged in charitable ser- 
vices. In so far as voluntary hospitals are con- 
cerned, the exemption is provided by the Internal 
Revenue Code, under Section 101-(6), which 
states that— 


“The following organizations shall be ex- 
empt from taxation under this chapter— 


(6) Corporation, and any community chest, 
fund, or foundation, organized and operated 
exclusively for religious, charitable, scientific, 
literary, or educational purposes, or for the 
prevention of cruelty to children or animals, 
no part of the net earnings of which inures to 
the benefit of any private shareholder or in- 
dividual, and no substantial part of the ac- 
tivities of which is carrying on propaganda, 
or otherwise attempting to influence legisla- 
tion.” 


Heretofore, in order to establish exemption and 
to be relieved of the duty of filing returns, it was 
necessary to initially file the forms prescribed. 
However, on March 5, 1942, the Treasury Depart- 
ment amended the foregoing law by its decision 
No. 5125, as follows: 


“Proof of Exemption—A corporation. is 
not exempt merely because it is not organized 
and operated for profit. In order to establish 
its exemption it is necessary that every or- 
ganization claiming exemption file with the 
collector of the district in which is located 
the principal place of business or principal 
Office of the organization. an affidavit or a 
questionnaire as set forth below. An or- 
ganization claiming exemption under section 
101 (6) shall file the Form 1023. To each 
such affidavit or questionnaire shall be at- 
tached a copy of the articles of incorpora- 
tion, declaration of trust, or other instrument 
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of similar import, setting forth the permitted 
powers or activities of the organization, the 
by-laws or other code of regulations, and the 
latest financial statement showing the assets, 
liabilities, receipts, and disbursements of the 
organization. An organization claiming ex- 
emption under section 101 (6) shall also file 
with the other information specified herein a 
return of information. on Form 990 relative 
to the business of the organization for the 
last complete year of operation.” 


Upon complying to the requirement of filing 
Form 1023, which is a questionnaire and affidavit 
in support of the claim for exemption from Fed- 
eral Income Tax, nothing further was required 
unless the authorities on particular occasions 
sought additional information. 


But, due to the amendment by the said Treas- 
ury Decision released March 5, 1942, every volun- 
tary hospital, in fact all organizations exempt or 
claiming exemption, except those organized and 
operated exclusively for religious purposes, here- 
after shall file annually returns of information on 
Form 990 with the Collector of Internal Revenue. 
It is to be noted that the first return of informa- 
tion on Form 990 shall cover the year ended in 
1941 and shall be filed on or before May 15, 
1942. Thereafter, the returns shall be filed on or 
before sixty days after the close of the fiscal year 
of the institution. 


The Regulations further provide that the Col- 
lectors shall keep a list of all organizations held 
to be exempt so that they may occasionally in- 
quire into the status and ascertain whether the 
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FORM 990 
Treasury Department 
Internal Revenue Service UNITED STATES 


INFORMATION RETURN OF ORGANIZATION EXEMPT OR CLAIMING EXEMPTION 
FROM INCOME TAX UNDER SUBSECTION (5), (6) EXCEPT EXCLUSIVELY 
RELIGIOUS ORGANIZATIONS, (7), (8), (9), OR (14) OF SECTION 10! 
OF THE INTERNAL REVENUE CODE, OR UNDER CORRESPONDING PROVISIONS 
OF PRIOR REVENUE ACTS. 


(Required under provisions of Treasury Decision 5125, dated March 5, 1942.) 


FOR CALENDAR YEAR 


















































or Fiscal Year begun » and ended m 
PRINT PLAINLY NAME AND ADDRESS OF THE ORGANIZATION ves 
: é 
Code 
For time (Name) 
and place Serial 
of filing (Street and Number) Number 
this return, 
see instruc- (Post Office) (County) (State) 
tion on District 
reverse Exemption under subsection of section : 
side. Bureau ruling dated 
Attach hereto a copy of such ruling. 
Nature of Activities of the Organization 
Item No. 
1. Have you undertaken any new activities since your last return was filed? If 80, 
attach a detailed statement relative to such activities. (yes or no) 


2. Have your articles of incorporation or by-laws or other instruments of similar import been amended 
Since your last return was filed?_W==———.—Cé*dr «SC, At @ copy of such amendments. 
(yes or no) 


8. Have any distributions of corporate property been made to shareholders or members during the 
year?__ss— tw «SCI 80, attach a full explanation thereof. 
(yes of no) 


4. Fill in the statements on the reverse side of this form. 





AFFIDAVIT 


We, the undersigned, president (or vice president, or other principal officer) and treasurer (or 
assistant treasurer, or chief accounting officer) of the organization for which this return is made, 
being severally duly sworn, each for himself deposes and says that this return (including any accompanying 
schedules and statements) has been examined by him and is, to the best of his knowledge and belief, a 
true, correct, and complete return, made in good faith, for the year stated, pursuant to the Internal 
Revenue Code and the regulations issued thereunder. 


Subscribed and sworn to before me 





(President or other principal officer) 














this day of » 194_. (State title) i 
(Signature and title of officer (Treasurer, Assistant Treasurer, or Chief 
administering oath) Accounting Officer) (State title) 








NOTARIAL CORPORATE 
SEAL SEAL 
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RECEIPTS AND DISBURSEMENTS 
RECEIPTS 


Item No. 
1. Interest from Federal, State, and municipal DondS.....cccccccccccccccccccec$ 
2. Interest on loans, notes, mortgages, bonds, bank deposits, etc. ceccocceces 
Wer DECIINis 6c 66 C606 CCE CER KER O CHER OR SNE RE Kees beWKbe Ce ccededecdecededouse 
4. Profit on sale of - 
(a). Stocks, Conds, and Other securities. .ciccccccccccccccccecveccceccee 
(Bb) Other eesets, not G@ DOPt Of 1NVORCOR Ys cc cic ccccccsccccccedctccsece 
*5. Gifts, grants, dues, assessments, contributions, pledges, offerings, etc. . 
x6. Other receipts - 
(a) Gross sales (less returns and allowances)......++-$ 
Less: Cost OF G00dS SO0lGi cscs ccccccccccesccs 
GFOSS PFOTECS FFOM SHLOGs cea ccdccnciceccescdccccceséccees 
(DO): LORNSs 06.060 ce sictesdvcdcadevesceredsesscrncecdnecescsoudccceteeeese 
(G) Other FecOtues (GLACE TALUTO) sc ccc cnscccccccce soedecscudécececsaue 
J, - TOtEl: POCOIDES so cccccwercecesecdcsceteccccescectecscacecesceecesouncaecoesss 


DISBURSEMENTS 


sO, Selanias: waged; COMMIGGIONS: OUGs cccccccccccdcacccavesseccucwccassecsdenee 
#9. Compensation Of OFLICETS..ccecceccccerccvcescccsccecsessescccsesescesssesecs 


BIO, INCOTERGecc'c cccediccscdcccccccececcdeceecqcescevcercesecceeesoesscsecseseses 















































*11. RENCe cccccccccccccc ccc cc cere eee cee ese eee eeeeseeeeeeseeseesccecccececcoecoce 





DN ee RE EE EEE EEOC COOPETC CTE CCC CCT CCC CCE CL TE 
41S.  OCHET EXPENSES, cccccococccccccvccccccccccccvcccccsecccsccsoscccceccecosocecs 
*14, Dividend and other profit distributions to members or shareholders......... 
SHG. ‘Celia GlAMiSSOMONtGns csavecccuccdascccdcsdaveunesecehocsocsesseoacesdaadaus 
16, TOCAL GISDUPSEMENESs occ cccccccccecadccccccccccecscceocessoeccsscesceecccces 


ASSETS AND LIABILITIES 
ASSETS 


i CHB auc Sales oelcie a cpabene vaeewdacadacdesae daudddeaddddédceesuedousevedcudsaaaae 
18. NOES ANd ACCOUNTS TECEIVEDLE. .ccccccccccccccccccvessesseesesessseesesesees 
19. Investments (government obligations): 

(a) Obligations of a State, Territory, or political subdivision 

tnereof,or the District of Columbdia,or United States possessions 

(b) Obligations of the United States... .ccccccccccccccccccvcccsscscece 

(c) Obligations of instrumentalities of the United States.....cecccees 
20. Other investments: 

(0) StOCKGs <cccccccccccececcecccccccccccrcscsoosccoeseceeecseccecseeee 

(GO) Bonds and Other SécuritlGeccccccceccccccectcécectccscousecvedcees 
21. Capital assets-land, buildings,and equipment (less reserve for depreciation) 
22. Other ASSETS. ccccccccccccccccccccccccccccscccccccccerceseeceeccecevccvcceee 


f 23. Total ASSETS. ceccccccccccccccecssevcessscsscessecsssesessesssesesssesssessed 


LIABILITIES 

Rh. ACCOUNTS PAYADlE..cccccccccvccccccvecccccscccccccccccccccccccccccccccccccces 
25. Notes, mortgages, and bonds payable: 

(a) With original maturity of less than One ye@reeseceeseccccccevccees 

(b) With original maturity of one year OF MOTC.ecccccccccecccccccccens 
26. Other LIA@DALIT1CS. ccccccccccccccccscvccccccscccvesesssessesscsesesessscesees 
27. Shareholders or members equity: 

(Q@) Capital StOCK..cccccccccccccccvcccccccsecsetesscccesseesescesesece 

(D) Memberships. cccccccccccccccccccccccccccccccsescceesceeeseeeccccces 

(c) Surplus and undistributed Profits...ccccccccccccscccccccccscccsecs 


28. NACE a xae cari cdeGKke daccsdcddadaddcuucundcndguedscunduaendecncunueguacsseaes 



















































































* The totals entered as items 5, 6, and items 8 to 15, doth inclusive, must be supported by 
itemized schedules showing the amount, and the name and address of each person, as defined by 
. section 3797 of the Internal Revenue Code, from whom money or other property was received or to 
F whom money or other property was paid or distributed, in all cases where the money or property 
received, paid or distributed amounted to $4,000 or more during the year. (The term "person" 4s 
so defined includes, but is not limited to, individuals, corporations, partnerships, organizations, 
associations, and fiduciaries.) In addition, in cases of membership organizations, item 5 must 
be supported by a schedule showing (a) total number of members, (b) classes (if any) of member- 
ship, (c) number of members in each class, (d) assessments, dues, other charges, etc., applicable 
to each class. 
Returns for years ending in 1941 must be filed on or before May 15, 1942, Returns for subse- 
quent years must be filed on or before the first day of the third month following the close of 
the year. Returns must be filed with the collector of internal revenue for the- district in which 
1s located the principal place of business or principal office of the organization. 
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organizations are observing the conditions upon 
which the exemptions are predicated. 


In addition to the filing of Form 990, hospitals 
are required to state whether part-pay or non-pay 
patients are accepted and whether the amounts 


paid by part-pay patients are more than “nomi- 
nal.” 


Now, this gives rise to the definition and inter- 
pretation. of terms. Part-pay patients, as we un- 
derstand it, and as expressed in the American 
Hospital Association’s manuals, relates to those 
who are assessed only a portion of the regular 
scheduled rates. The non-pay patients, of course, 
are free patients. 


However, the term “nominal” is vague and is 
therefore subject to arbitrary interpretation. For 
example, the sum received by one institution from 
a part-pay patient may be much less than that 
received by another institution, yet the lesser sum 
may not be nominal. 


Since the term “nominal” payment may be in- 
tended to relate to a return of costs, it will be 
well to illustrate the point, as follows: In report- 
- ing for the calendar year 1938, a charitable hos- 
pital in New York City found its overall ward 
costs to be $9.81 per day. It received from the 
municipality, for city cases, an average of $2.50 
per patient day. By comparison, another chari- 
table hospital in New York City reported its ward 
costs as $3.63 per day for the same year. It also 
received from the municipality, for city cases, an 
average of $2.50 per day. 


Both these institutions maintain a high stand- 
ard of service and are fully recognized by the 
American. Medical Association, the American 
Hospital Association, and the American College of 
Surgeons. In addition, they both maintain ambu- 
lance service, their interns receive full credit 
rating, and both are located in the same city. 


From the foregoing, which can be construed as 
“nominal” receipt? Or, are both “nominal re- 
ceipts”? 


We find from our experience that the standard 





rates for ward accommodations and services, even 
when fully received, generally do not constitute 
full recoupment of applicable costs. Therefore, 
it appears that in order to answer a simple query 
concerning the term “nominal” as to receipts from 
part-pay patients, an institution should be in a 
position to prove its applicable unit costs and be 
prepared to evidence not only this fact, but also 
the extent of charitable performance. 


Since Form 990 is now a requirement and its 
first filing is due on or before May 15, 1942, it is 
important that the contents be understood. The 
said forms are obtainable from the Collector of 
Internal Revenue in each of the Districts. 


It is to be noted that a summary statement of 
receipts and disbursements is required, supported 
by detailed schedules covering item 5 and items | 
8 to 15 inclusive. In addition, the return calls 
for a statement of assets and liabilities. 


It appears that the purpose of the Treasury De- 
partment in requesting the information may be 
to provide the following: 


1 A means to determine the status of all ex- 
isting charitable institutions as of a given 
date and annually thereafter. 


2 A means of cross-checking donations and 
contributions claimed by taxpayers as de- 
ductions taken on their tax returns. 


3 A determination through the analysis of 
statements and payments whether officers or 
directors are profiting directly or indirectly 
from dealings with the institutions. 


4 A study of the statements so submitted in 
order that a tax revenue medium may be in- 
stituted on non-charitable functions of the 
institutions. 


In concluding, the writer would recommend 
that a committee be formed by the American Hos- 
pital Association for the purpose of conferring 
with the Treasury Department to consider and 
establish the procedure to be taken in. all such 
matters relating to hospitals. 





New Commissioner of Hospitals for New York City 


Dr. Edward M. Bernecker, who has been in the 
city service for twenty-seven years, has been ap- 
pointed Commissioner of Hospitals of New York 
City to succeed Dr. Willard C. Rappleye, who re- 
signed to resume his duties as dean of the Col- 
lege of Physicians and Surgeons at Columbia 
University. 


Doctor Bernecker has been the general medical 
superintendent of the Hospitals Department since 
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1937; he entered the city service in 1915 as in- 
tern at the Metropolitan Hospital after gradu- 
ation from the Hahnemann Medical College in 
Chicago; in 1935 he became deputy superintend- 
ent of Kings County Hospital, leaving that post 
in 1937 to become general medical superintend- 
ent for the Hospitals Department. 


Doctor Bernecker is.a veteran of the First 
World War, and was battalion surgeon of the 
Second Division of the AEF. 
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What Can | Do? 


F. M. LAW 


ministering to the physical and mental 

health of people but they also have an 
obligation with relation to the building up of 
morale. 


f sinister executives are devoted not only to 


Do you and I realize that we might lose this 
war? Are we taking too much for granted? Are 
we unwisely relying on our unmatchable wealth 
and resources? A Lieutenant General in the 
Army told me recently that not one in a hundred 
of the people in this country realize the serious- 
ness of the situation. He said: “The pity is that 
men and women think they are aware and alert 
when they are only partially so.” 


The Basis of Unity 


The only basis for unity in this country at this 
time of crisis is for all to stand on the common 
platform: We are for everything that will defeat 
Hitler and we are against everything that will 
help Hitler. Nothing else matters. As every man 
in the country during his morning shave looks at 
himself in the mirror, he should say to his re- 
flected image, “Are you doing all you can for your 
country?” In the last war we heard much of do- 
ing one’s bit. In this war one’s bit will be entirely 
too little. It is an all-out war and our efforts must 
be on an all-out basis. 


Not long ago I saw five hundred and three 
young men at the Texas A. and M. College stand 
en masse and take the Oath of Allegiance to their 
country. Each was receiving a commission as 
an officer in the United States Army. These 
young Texas boys had a grim look on their faces. 
They realized that they were going into a deadly 
business. They knew they were marching away 
from home, family, sweethearts and comforts and 
that they were stepping into a scheme of life 
with many attendant hardships with which they 
were entirely unfamiliar. Ahead lay danger, and 
possibly the sacrifice of life itself, but there 
seemed to be no hesitation on their part and I 
realized that these boys could be depended on to 
do their full duty. “But,” I said to myself, “What 
about you?” Each of us realize that the most we 
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can do will fall far short of what those boys will 
be called upon to do. They were not whining about 
the sacrifice they were making. Neither must we. 


Intelligent Understanding of Conditions Needed 


People are earnestly asking the question: 
“What is there that I can do?” That thought is 
in the mind and heart of men and women, and 
even children, throughout the land. I believe 
that there are certain definite things that each 
of us can and should do. In the first place, we 
ought to be well informed about this whole situ- 
ation. All available source material should be 
availed of, including newspapers, magazines, radio 
and lectures. Again, we can refrain from “pop- 
ping off.” Recently I saw a poster which read: 
“Patriot, Guard Your Tongue.” We all talk too 
much. In this connection we often hear the ques- 
tion raised: “Is it proper to criticize the Admin- 
istration at a time like this?” Perhaps it de- 
pends upon the kind of criticism and the spirit 
back of the criticism. Men and women should 
strive to rise above partisanship and prejudice. 
Yes, I think criticism is needed and should not 
be put under the ban. There are millions of peo- 
ple in this country who do not agree with the 
President’s domestic policies and they have no 
love for the New Deal, but domestic policies and 
politics, as important as they are, are relatively 
unimportant when we are engaged in a life and 
death struggle. Wendell L. Willkie has set a good 
example by saying that he is putting criticism of 
domestic policies on the shelf for the duration of 
the war. He adds that he definitely reserves the 
right to take these criticisms off the shelf after 
the peace. 


Getting Back to First Principles 


We are still talking about what you and I can 
do. We can learn the real meaning of the word 
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“sacrifice” and we can think of this word sacrifice 
in terms of ourselves as well as in terms of others. 
Undoubtedly through recent years of prosperity 
as a people we have grown fat and soft and lazy. 
Perhaps we are self-satisfied and more than a 
little selfish. Getting back to first principles will 
do us good. Saving, hard work, sacrifice are 
habits which strengthen character. Assuredly 
we will come out of this war much poorer in ma- 
terial assets, but that will not be fatal if we come 
out richer in spiritual values. 


We Must Promote and Preserve Unity 


Speaking of things one may do, I must include 
a wholehearted effort on the part of each of us 
to promte and preserve unity. In Hitler’s “Mein 
Kampf,” written years ago, he predicted that the 
American nation would be destroyed from within. 
What a tragedy if his prophecy should comé true! 


May I urge that we have courage and faith? 
Avoid a defeatist attitude and discourage it in 
others. Many men are agonizing over the pros- 
pect that capitalism as we have known it has per- 
ished forever from the earth. Believing that the 
growth of this country has been due to private 
enterprise they feel that a complete revolution 
along economic lines will make impossible a con- 
tinuation of the program that made America rich 
and great. I do not agree with these gentlemen. 


There will be radical changes, yes, but I have a- 


firm faith that in the main our principles of busi- 
ness and government will be preserved. Other- 
wise we might win the war and lose the peace. 


There are some very real worries and dangers 
along the economic front. Chief among these is 
the threat of inflation. There are sufficient checks 
available to prevent ruinous inflation if we only 
have the courage and wisdom to use them in time. 


Contribution in Taxes 


The matter of taxes is very much in the public 
mind. There are some seven million new income 
tax payers this year. These men and women for 
the first time will become tax conscious. They 
will be joining in the chorus which demands 
economy in all nondefense expenditures. This year 
we are paying about twice as much in taxes as 
we paid last year and in 1943 the bill will be in- 
creased again. Nobody must get rich off of war 
profits. At the same time, taxes must not be im- 
posed which will make it impossible for business 
to operate with a maximum of efficiency and speed. 
As high as taxes are, we hear no complaints on 
this score and this a fine proof of real patriotism. 
People realize that we are in this thing; that it 
will cost a great deal of money and that it is much 
better to pay as we go as far as we can. In other 
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words, it is better to raise this money by taxation 
rather than by borrowing. 


The Public Debt 


That leads me to the subject of public debt. 
The Federal debt limit is now sixty-five billion 
dollars and it is proposed to double this. Before 
the war is over, especially if it lasts four or five 
years, the Federal debt may go as high as two 
hundred billion dollars. This very year we are 
planning to spend fifty-six billion dollars on the 
war program alone. Twenty-six billion of this 
will be provided by taxes and the balance must 
be borrowed. If we tax twenty-six billion for war 
purposes and ten billion additional for other pur- 
poses, making a total of thirty-six billion tax bill, 
we will still have over sixty billion of our annual 
income for 1942 remaining after taxes. It is esti- 
mated this income will reach one hundred and five 
billion. We can be thankful that we can pay such 
a tax bill. No other nation in the world can and 
survive. In spite of heavy borrowings the credit 
of this Government is the best credit on earth. 
The country will not go broke and the country’s 
debts will not be repudiated. We do not do busi- 
ness that way. 


Surely there is no reason for anyone in Texas 
to be a calamity howler. The peace will finally 
come and industrially, at least, Texas will be sit- 
ting on top of the world. We are learning to use 
our raw materials as never before. Recently I 
visited a number of big, new plants in Texas. 
I have visited paper mills, where vast stocks of 
paper are being manufactured out of our native 
East Texas pine. I have inspected a number of 
huge shipbuilding plants located near Houston. 
Some of these will be permanent. Down at Free- 
port I have seen the world’s greatest chemical 
plant manufacturing magnesium for military pur- 
poses. These plants will be continued after the 
war, because magnesium can be used for hundreds 
of different commercial purposes. More is being 
accomplished in pioneering and research than ever 
before. 

The Aftermath of the War 


Notwithstanding the above, we must realize 
that the aftermath of the war will bring many 
problems. The Government will be burdened with 
debt; there will be a precipitate drop in employ- 
ment; there will be a tremendous surplus of hous- 
ing and there will be dislocations of business on 
every hand. Reconstruction is never an easy 
period. 


For the time being, however, we have a war 
to win. Your group will help to win it. We must 
remember that the strength of the wolf is the 
pack and the strength of the pack is the wolf. 
The job requires all-out and all-together. 
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Keeping Hospitals Geared to Civilian Needs 


M. F. STEELE, M.D. 


key positions in the general scheme of things 

as they exist today. He listens to the needs 
of our armed forces on one hand and the civilian 
needs on the other. Both are equally important and 
I sometimes feel that perhaps the civilian side of 
defense should be stressed a little more than the 
combat feature because of the added responsi- 
bility hospitals carry in the educational field. 


Ts hospital administrator holds one of the 


Hospitals administrators have enjoyed many 
advantages in the past and they hold their 
respective positions of responsibility because they 
are prepared to carry the load, meet situations, 
face difficulties and after all this, arrive at a so- 
lution. If they do not know the answer they 
know through training and experience how to seek 
out information in attempting to arrive at an 
answer. 


Hospital Work Is an Essential Occupation 


I will first approach this problem of maintain- 
ing personnel professional and nonprofessional 
from an at home angle or in other words, from 
the viewpoint of keeping hospitals geared to civil- 
ian needs, which may a little later assume a very 
definite military aspect. To do this we must as- 
sume or take a long range view. A successful 
administrator will run his hospital along demo- 
cratic lines. A democracy at war is different from 
a dictatorship at war. In a democracy the people 
must be told often and clearly what the war is 
all about. They are voluntary participants. This 
war analogy then interpreted in our hospital field 
shows that our hospital employees are voluntary 
participants and they must be told often in one 
way or another that their zealous cooperation and 
not merely their compliance is essential. Hos- 
pital administrators, therefore, have an obliga- 
tion to take their employees frequently into their 
confidence even in the most vital matters pertain- 
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ing to the hospital operation with, of course, the 
important exception of dealings in personalities. 


The hospital employee is usually a very under- 
standing person and when he realizes the impor- 
tance of the service he is rendering and how nec- 
essary he is to the organization he may cease to 
look for financial gain in other fields. 


In my institution I have done this, not through 
mass meetings or even departmental meetings 
but through personal contact with employees by 
taking advantage of chance meeting with them 
as individuals, and in my hospital rounds giving 
them the opportunity which they often appre- 
ciate of seeking my council in answering their 
questions on their individual problems. 


Wage Scale Must Be Considered from Many 
Angles When Maintenance Is Involved 


Still without separating professional and non- 
professional people let us discuss for a moment 
the salary angle. This has been a source of con- 
siderable worry to conscientious administrators. 
Since the beginning of the Second World War 
hourly wage rates in American faetories have in- 
creased on an average of 24 per cent. Weekly 
pay checks on an average have increased 37 per 
cent in that period. The American factory worker 
is paid far better than ever before and far better 
than when the great defense program was 
launched. His real wages have not increased so 
much as these figures suggest because his cost 
of living has also advanced. Actually, however, 
his real wages are up substantially. 


The Department of Labor responsible for these 
figures has pointed out also that its cost of living 
index has risen by 12 per cent since August 1939. 
This shows that wage rates in general have risen 
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twice as fast as the cost of living. Weekly earn- 
ings have risen three times as fast as living costs. 


The War Labor Board has already made it 
clear that workers must not expect wage increases 
to keep pace with day to day changes in cost of 
living. 

My analogy in this respect is that the admin- 
istrator must show his employee that where any 
degree of maintenance is involved, which is a big 
factor in hospital management, that the hospital 
has carried and will continue to carry this added 
load, providing the presence of the employee is 
necessary to the carrying out of hospital routine. 
He should be made aware of just how much this 
maintenance is costing the hospital, otherwise he 
will not appreciate or understand his relative posi- 
tion financially. 


Administrators have already become aware of 
the fact that cash salaries for everyone both 
those who live in the hospital and those who live 
out have had to be increased. I do not feel that 
hospitals can compete with defense industries on 
a wage scale but they can approach it. My ap- 
proach to this question has thus far been from 
the industrial angle and along some of the elective 
lines that we can follow to hold many of our em- 
ployees. 


Administrative Contact Through Personnel Office 


In closing this portion of my discussion I sug- 
gest that all large hospitals have a personnel 
office in their administrative setup, unless of 
course, the superintendent has his work so organ- 
ized that he can also act in this capacity. The 
personnel officer should interview all applicants 
and be available for personnel consultation and 
advice. This would make peossible— 


1 Better control for assignment of the non- 
professional employees in the hospital. 


2 Selected applicants who will be available 
for the institution as a whole and not inter- 
viewed by just one department head and their 
names lost in the department file. 


3 Possibilities for an efficient working 
force and opportunities for self improvement. 


4 Improvement of the service by making 
possible an equitable wage scale. 


5 Loyalty among employees who will inter- 
est themselves in reducing operating costs. 


6 Reasonable absences by the worker al- 
lowed without financial penalty. 


7 A proper medium for interpretation of 
state laws and regulations which affect the 
employee. 
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Professional Service 


From the standpoint of professional service the 
watch word must be train and continue to train. 
We can all visualize our medical staffs being de- 
pleted and we must face this issue of taking up 
the slack by additional personnel. I mean by this 
newly trained nurses and technicians and chang- 
ing the various services so as to redistribute the 
load among the remaining members of the staff. 
In my community caution is being taken not to 
permit all the best men or key men on the various 
staffs to enter military service. 


The hospital superintendent has a patriotic ob- 
ligation to perform in contacting the various draft 
boards in order to promote the best health inter- 
ests of the hospital and the territory which it 
serves. 


We all appreciate knowing where we stand 
relative to the classification of our residents. 
We know they are for the most part in Class 
1A but let us remember that the Government 
recognizes the value of internships and that our 
procedure is clear in this respect and that 
our educational program for the intern must not 
be curtailed. It should be broadened so that he 
will have all the experience that is possible to 
crowd into his twelve months. 


In the confines of Cincinnati and its metropoli- 
tan district I have been privileged to serve on the 
Committee for Medical Defense. All the doctors 
could see the possibilities of standards of hospital 
practice being changed or lowered so in order to 
guarantee the patient the safety which he de- 
serves we have had the hospitals organize their 
operating rooms so in case of catastrophe a work- 
ing force will be on hand to handle the situation. 
I am referring in this instance only to actual sur- 
gery because in many respects and in as many 
communities the boards of trustees may have to 
relax some of their restrictions in granting hos- 
pital privileges to ethical doctors of medicine. I 
am sure the procurement and assignment com- 
mission recognizes this feature in hospital ethics 
so that as few temporary appointments or privi- 
leges will be extended as is compatible with good 
hospital practice. 


House Staff Service 


Another suggestion I have to offer in bettering 
the house staff service is to go to the old block 
system of caring for patients on your intern serv- 
ice. I say old because this system used to be em- 
ployed in the nursing schools and I still feel it 
has some merit. Another important procedure to 
facilitate the work ofthe house staff is to offer 
dictaphone service so that the interns can get 
out their medical records faster. This can be 
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accomplished of course by a central transcribing 
room. It is a rather expensive procedure but 
nevertheless may be necessary in order to get 
the work done. In my own institution we have 
not arrived at the point where the entire record 
is not dictated but the case summary and dis- 
charge notes are placed on the chart in the record 
room through transcription. 


All appointments on the staff must be held for 
enlisted men. The attending or active member- 
ship should be frozen for the duration of the war 
with the exception of the temporary granting of 
hospital privileges which really has nothing to do 
with the voting privilege carried by a staff 
member. 


We must not lose sight of the possibility of 
pooling professional resources with regard to 
staffing of clinical laboratories and x-ray depart- 
ments. Hospitals most certainly have to cooper- 
ate one with the other in this respect and it has 
been found workable. The staff doctor will of 
course be educated to ask for only the necessary 
work for diagnosis and eliminate much of that 
which is used for his own individual research. 


Pre-Medical Students in the Hospital 


Hospitals located in the same community as a 
university or medical school or both are strateg- 
ically located for securing added personnel. The 
pre-medical students can be organized and now 
are in some sections of the country under author- 
ity of the nursing department to render some di- 
rected patient care, preparing patients for sur- 
gery, doing orderly service and many other pro- 
cedures which are interesting to them after some 
organized form of instruction has been given. 
The pre-medical students are enrolled in universi- 
ties everywhere so one must be ever mindful of 
help from this source. Now that the accelerated 
program is in effect in practically all the medical 
schools this class of student will be busy with his 
studies and may not be able to render much hos- 
pital service. 


Nursing 


An organized system for assigning personnel 
from one department to another can be handled 
through the nursing department under the full 
authority of the director of nursing. If the hos- 
pital maintains a fever therapy department in 
conjunction with the physical therapy department 
you will have well trained graduate nurses in 
your employ as fever therapy technicians. This 
also prevails in other departments of the hos- 
pital where x-ray technicians are also graduate 
nurses. They can be pressed into service through 
the nursing department should the occasion arise. 
It is just another source that may be taxed for 
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help when needed. Fever therapy can be post- 
poned but emergency care is essential. 


It is essential to remember the high degree of 
morale that must be maintained in our nursing 
division so a high quality of service may be main- 
tained. The various groups rendering service un- 
der direction of the nursing department must be 
told in their various meetings with the director 
just why they are there, how many nurses have 
left for Government service or industrial posi- 
tions. The superintendent of the hospital must 
constantly inform the medical staff of the same 
situation. The staff man will cooperate much 
better and be more sympathetic if he knows the 
facts conerning the personnel situation. 


In the well regulated hospital about two-thirds 
of our total number of employees consist of 
nurses. With this number constantly dwindling, 
the director of nursing has but one course to fol- 
low and that lies along the line of eliminating 
from the daily routine of the nurses day all the 
duties that can be assigned to lay people. This 
will leave the nurse more time to do actual nurs- 
ing and to supervise nursing procedure. 


The desk clerk or secretary at the nurse station 
is being used successfully and after these women 
become more informed as to their duties will be 
very valuable on the floor. 


All hospitals now recognize the value of the 
subsidiary worker or nurse aide and a well-organ- 
ized program of instruction is now in effect in 
the majority of hospitals. This group of workers 
are a tremendous relief to the nursing load but 
must be under careful supervision. I am refer- 
ring in this connection to the nurse aides whom 
we employ and have on our payroll. Hospitals 
are now preparing to branch out in conjunction 
with the Civilian Defense Program and prepare 
to train the volunteer type of subsidiary worker. 
The hospital administrator will recognize in this 
connection that his further cooperation is neces- 
sary with the director of nursing as she will need 
added personnel for supervisors and practical 
training of these volunteers. 


I have enrolled all employees in my hospital 
through each department head on a volunteer 
basis excluding the student nurses that number— 
492 employees, 163 students. They have stated 
what they can best do in case of emergency or 
catastrophe and they will report to their depart- 
ment head who will be at his or her station and 
will carry out orders from that point. 


The best defense I know is a good offense which 
in our particular instance is adequate care of the 
patient. The hospitals will go forward as they 
always have done and will meet this emergency. 





29 











Pension Trusts 


JOHN DOYLE 


sions thirty years ago, I would perhaps have 

encountered many expressions of bewilder- 
ment. Thirty years ago, formal retirement plans 
in commercial organizations could have been 
counted on the fingers of a single hand. 


[" I had ventured to talk on the subject of pen- 


Today pension plans—retirement plans—are a 
part and parcel of the fiscal policy of over 2000 
companies in this country, and vitally concern the 
security of more than 5,000,000 employees. 


Pensioning Prevailed Centuries Ago 


Despite this apparent transition from a country 
with a few formal pension plans to a country with 
a large number of pension plans in so short a 
period, the pension idea basically goes back for 
centuries. History tells us that the Incas of Peru 
had in effect a pension plan under which their 
chief set aside certain portions of land for those 
who had served him well. 


King Ferdinand and Queen Isabella pensioned 
Columbus after his discovery of America. There 
are many cases where pensions were granted to 
nobility in Europe. And we are, of course, well 
acquainted with the pensions that have been 
granted by governments to those who serve well 
in a country’s war. 


These are all examples of pensions. Basically 
the concept of the pension idea then was one of 
charity. It was a charity wholly undertaken by 
the chief, king, or the government. It required 
no individual contributions but that of service to 
master. The employee had no stake in a pension. 
He was guaranteed nothing, and his future secur- 
ity depended wholly upon the whim, desire, and 
discretion of his employer. It was wholly an in- 
formal undertaking. | 


Pioneer Pension Plans in This Country 


The creation of large corporations over fifty 
years ago brought about a new development in 
pension plans. The first types of pension plans 
in corporations did not guarantee to the employee 
a definite amount of pension at the time he re- 
tired, and what, in effect, the employer said to 
his employee was this: “If you remain with the 
company throughout your productive lifetime, 
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and if you do not die before your retirement age, 
and if you are not discharged or laid off for an 
extended period, and if you are not refused a 
pension as a matter of discipline, and if the com- 
pany continues in business, and if the company 
does not decide to abandon this plan, then, and 
only then will you receive a pension at the age of 
65, subject, however, to the possibility that the 
company may discontinue the pension plan or re- 
duce the benefits under it after you have retired.” 


Here again was a pension plan that was the out- 
growth of a charitable concept, and which de- 
pended upon too many contingencies of employ- 
ment to be fully effective. 


New Concept of the Pension Plan 


About the turn of the century there were a 
few good reasons which caused, or otherwise com- 
pelled certain organizations to change their ideas 
with respect to the reasons why they were giving 
pensions to their employees. The concept of a 
pension as a gift became a concept of a pension 
to advance the true interests for which the com- 
pany existed, in short, for good business reasons. 


About this same time, that is, around the turn 
of the century, the courts, which had held that 
pension plans were simply gifts, and beyond the 
powers of the company to grant, now began to 
hold that pension plans were additional compen- 
sation, and thereby closely tied in the function 


-of a retirement plan with a company’s activities. 


Reasons for Adopting Pension Plans 


Now, having traced the origin of pension plans, 
it is well to look at the reasons why companies 
actually do adopt pension plans today. 


Perhaps a constant thorn in management’s side 
has been the question of what to do with the 
faithful employees who have outlived their use- 
fulness. There have been only three solutions. 
Management could keep them on the payroll in 
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some sort of broom pushing job, it could arbi- 
trarily vote them a pension, or it could fire them. 
The first solution is regarded a capital drain which 
in time assumes serious proportions, arbitrarily 
voting them a pension is discretionary and costly, 
firing them, of course, is unjust. 


A retirement plan is basically a depreciation 
charge on manpower, the writing off of obsolete 
personnel, so that it can be replaced with fresh 
new blood, and yet work no injustice on the faith- 
ful employee. The establishment of a retirement 
plan invariably has a stimulating efféct through- 
out the entire organization. One can expect em- 
ployee loyalty, employee good will, and incidently, 
the good will of the families also, to be notably 
heightened. 


A pension plan gives the employee a new stake 
in his company, a new incentive, and redoubled 
effort in his job. 


The Development of Federal Social Security 


Perhaps there is no phase of government legis- 
lation or private activity which has more keenly 
brought the idea of retirement plans and security 
for employees closer to the consciousness of the 
American public than was the development of the 
Federal Social Security Act. 


It is unfortunate, however, that while the Fed- 
eral Act increased the consciousness of the public 
with respect to their personal security, that the 
Act itself has not made adequate provision for 
many of the people covered under it. It may be 
said that the Act does not satisfactorily provide 
for the retirement of persons earning more than 
$1300 a year. 


A private pension plan therefore is necessary to 
fill the gap in the Federal Old Age program. 


It is interesting to note that while the Federal 
program does not provide adequate security, at 
least it operates to lighten the cost of a company’s 
retirement plan. 


General Acceptance of the Pension Idea 


The pension plan of today is not adopted solely 
by industrial concerns. Acceptance of the pension 
idea has pervaded every type of organization ex- 
isting. They have been adopted by concerns not 
only in the capital goods industries, such as 
Chrysler, Champion Spark Plug, General Electric, 
but concerns whose activities are limited to con- 
sumer products and service organizations. Such 
concerns as Readers Digest, Maxon, Ruthrauf & 
Ryan, Independent News, which perform adver- 
tising services, all have adopted retirement plans. 
Other service organizations having adopted plans 
are ASCAP, Trinity Church, the Cleveland Hos- 
pital Service Association, and many others. 
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Determining the Best Type of Plan 


There are many problems involved in determin- 
ing the best type of retirement plan which should 
be adopted by any particular organization. All 
companies do not have the same number of em- 
ployees, the same financial structure, the same 
amount of labor turnover, or the same amount of 
efficiency. All of these factors must be considered 
in determining what provisions in a retirement 
plan will most closely meet the conditions, require- 
ments, and desires of the particular organization 
for whom the plan is being established. 


Perhaps one of the first problems to arise is 
eligibility. Who shall be eligible for participa- 
tion? The plan adopted may included all em- 
ployees, or it may be limited to a specific class of 
employees, such as those earning over a certain 
amount of money, or to those occupying positions 
of responsibility, or it may include those between 
certain age limits, such as all employees between 
the ages of 35 and 65, 30 and 60. 


Another important consideration is what shall 
be the retimement age. Normally, in retirement 
plans, a definite age is set for the retirement of 
an employee. The normal age for retirement is 
65, but this age is not in any sense a compulsory 
retirement age. A normal retirement age in- 
jected into a retirement plan simply indicates the 
date on which an employee is expected to retire. 
Naturally, in cases of employees who are very 
valuable, the company may desire to retain them 
in its employ after their normal retirement date. 
In other cases, the company may not desire to 
retain certain employees until their normal re- 
tirement date or to retire within a period of ten 
years prior to their normal retirement date. 


Age 65 is considered a conventional retirement 
age. Since the Social Security Act was inaugu- 
rated, approximately 90 per cent of the retirement 
plans established have fixed the retirement age 
at 65. 


Another important point to consider is the 
amount of retirement benefit that is to be granted 
an employee. There are two conventional meth- 
ods of computing retirement plan benefits. One 
is by providing the employee with a definite per- 
centage of his salary to continue for life after he 
reaches his retirement age. The other method is 
the depositing into the fund of a specific percent- 
age of salary and having the employee receive at 
his normal retirement age whatever amount of 
pension is provided on account of such deposits. 


Financing the Costs of the Plan 


Thinking of retirement benefits to be provided 
leads immediately to the question of how the costs 
of such a plan should be financed. It is conven- 
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tional to have employees contribute to their own 
retirement plan. Not only is the habit of thrift 
well developed in this manner, but the employee 
is made to feel more conscious about the fact that 
he is providing security for himself in the future 
and the company is assisting him. 


Of course, by distributing the cost between the 
employee and the company, the company’s part of 
the financing is materially lessened. It is possible 
that the employer might not be able to support 
the plan if the employees did not contribute. So 
contributions from employees under a retirement 
plan are highly desirable. 


As to the type of employee contributions, that 
depends upon the type of retirement benefit that 
is provided. If the plan is set up so as to pro- 
vide, say, a pension of 40 per cent or 50 per cent 
of an individual’s salary at the time he retires, 
the employee should only be required to deposit 
a certain percentage of his salary not to exceed 


6 per cent or 7 per cent, the company to deposit — 


the balance required to provide the 40 per cent or 
50 per cent pension. 


On the other hand, if the pension is to depend 
solely upon the contributions of the company and 
the employee, the cost of the plan should be 
equally divided between the company and the em- 
ployee, and in this case, too, the employee should 
not be required to contribute more than 6 per cent 
or 7 per cent of his salary. 


Dependent Benefits 


Under a good retirement plan, not only are 
retirement benefits provided for the participant 
when he reaches his retirement age, but benefits 
are provided for his dependents in the event that 
he does not live until retirement, or that he does 
not live long after retirement. 


It is highly significant that the cost of such ad- 
ditional benefits is represented by a very small 
percentage of the total cost required to support 
the plan, but the need for such benefits to de- 
pendents is vital. 


The Plan Must Be Actuarially Sound 


One of the most essential requirements of a 
pension plan is that it be actuarially sound. There 
are certain sections of the Internal Revenue Code 
which make this requirement a necessary one, and 
even go so far as to require a pension plan, if cer- 
tain advantages are desired, to be placed in a 
valid trust. 


What are the advantages, then, that can be se- 
cured by establishing a valid trust and meeting 
the actuarial requirements of the Internal Rev- 
enue Code? By establishing an actuarially sound 
plan under a pension trust, the amounts deposited 
by the company for the benefit of the employee 
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are not taxable to the employee in the year in 
which such deposit is made into the trust. Such 
amounts are only taxable upon actual receipt; and 
under a pension plan that would be when an em- 
ployee actually retires and begins to receive his 
pension. 


This deferment of tax is granted by the Gov- 
ernment as an incentive to companies and em- 
ployees to provide for their future security. 


I made the statement that the plan must be 
actuarially sound. Obviously, if we are setting 
up a retirement plan, we want to be certain that 
at the time we arrive at our retirement age, the 
funds will be sufficient to permit us to retire on 
a guaranteed amount of retirement benefit. 


One of the simplest and least expensive meth- 
ods of making certain that a retirement plan is 
actuarially correct is through the use of annuity 
or endowment contracts, which in, and of them- 
selves, assure the actuarial soundness of the plan. 


Factors of Safety 


It may be said that perhaps no other invest- 
ment carries quite the same factors of safety that 
are carried under an insurance contract. The in- 
vestment practices of insurance companies have 
been tested by more than eighty years of success- 
ful operation. And it is more possible through 
the use of such contracts to obtain the maximum 
diversification as to the investment of the pension 
fund than would be possible if an organization 
through its own facilities, attempted to go into 
the investment business. 


By taking the investment problem out of the 
hands of the individual company and placing the 
problem in the hands of an insurance company, 
the safety of the funds is more readily accom- 
plished. For let us not forget that insurance com- 
panies have stood the cycles of economic progress. 


Perhaps no other investment of retirement plan 
funds than in insurance companies would render 
the plan really sound. 


I have covered the broad and general outlines 
of pension plans. The elements that go into the 
actual establishment of sound pension plans are 
many and detailed. Nevertheless, acturial sci- 
ence and experience have progressed so far, that 
today specialists in this field can analyze age, 
salary, and employment factors, and quickly solve 
existing retirement problems with a plan, which 
at the same time forestalls those retirement prob- 
lems most likely to occur in the future. From 
the results of such technical studies the most 
practical, most efficient retirement plan for a 
given company can be developed. Obviously this 
is a task for an organization of wide experience 
in this highly specialized field. 
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Economy Helps Prevent Scarcity 


A. A. AITA 


listening to the appeals coming in on our 

radio from isolationists, pacificists, non- 
interventionists, and what have you. Within the 
short space of two hours there came a flash that 
changed the picture completely. We were at once 
transformed into a united nation with but one 
thought—what can be done to help win this war? 
That will remain our goal until this conflict is 
won. 


A BOUT four months ago, we were probably 


We will soon realize that business cannot be car- 
ried on as usual, not even in the hospital, and that 
we must be ready to revamp our methods and 
plans of operation to fit into the ever changing 
picture. Often it is necessary that these changes 
be made over night—so sudden do they take place. 
Prices have increased from ten per cent on some 
commodities to almost two hundred per cent on 
others. Some supplies and equipment are rationed 
and others are impossible to get. 


Personnel has taken the toll also, what with 
many of our nurses, dietitians, technicians, and 
other employees responding to the call of our 
armed forces and defense industries, not to men- 
tion the activities of Dan Cupid. Even so, we 
are expected to carry on and give our patients 
every necessary service. 


How are we to do this under such circumstances 
and conditions? Proper and economic use of 
our equipment, supplies, and services is the an- 
swer. It is false economy to unwisely curtail the 
use of supplies. It is much better to use the 
proper article in no more than the amount neces- 
sary and obtain the maximum out of everything 
we use whether it be of service, supplies, or equip- 
ment and we must be flexible in our thinking and 
planning. 

Plant Maintenance 


The engineer, maintenance man, or housekeeper 
will tell you that the power bill can be reduced 
oy using smaller light globes in some of the rooms, 
closets, and corridors—frequent washing of these 
globes will add one-third to the lighting efficiency. 


Presented at the meeting of the Association of California 
Hospitals, Los Angeles, California, April 1942 
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Radiators, water faucets, and electric switches 
should be cut off when not in use. A leaky faucet 
is expensive, especially if it is hot water. To 
mention these economies may seem trite, but they 
should not be overlooked. Two or three types of 
soap and detergents will suffice instead of twelve 
or fifteen and a smaller amount can be used with 
equally satisfactory results. Less bleach is pos- 
sible and even advisable in the laundry. Hot water 
bags and rubber sheeting can be mended over 
and over. Periodic adjustments of the burners 
on the range by the gas man is advisable. Re- 
pairs on all motors and other equipment should 
be made as soon as trouble is detected—do not 
wait for a break down. 


Food Supplies 


You dietitian will come forth with the sugges- 
tion that a large glass of nourishment for every 
patient twice daily is not necessary and that 
straws are cheaper to use than glass drinking 
tubes. Tests have shown that meats prepared in 
a slow oven reduce the shrinkage by one-third 
over the high oven. Employees readily accept an 
additional meatless day per week and they can 
be taught to take only the amount of food they 
can eat and thus avoid waste. Canned seafoods 
are scarce and expensive and should not be in- 
cluded in the menu too frequently. Leftovers can 
be prepared in many different and appetizing 
ways. Girls can be trained to replace the salad 
and tray boys who have been drafted. 


Nursing Economies 


The head nurse with her supervisors can do an 
excellent job in economizing. They have shown 
that the use of draw sheets under ambulatory 
patients is not always necessary, and that coun- 
terpanes in even the private rooms have in the 
past been changed too frequently. 


Old linens 
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should be issued for burn cases and those receiv- 
ing medications such as genetian violet and should 
be washed separately. Surveys have shown that 
almost all of us have been using too many linens. 
Some claim that it is not necessary to change 
sheets and pillow cases on each patient every day 
and certainly not more than once daily. Special 
nurses have been inclined to hoard such supplies 
for their private patients. It must be remem- 
bered that the largest part of the life of linens is 
spent in the laundry. 


The proper training and use of aides has been 
largely the answer for the nurse shortage situa- 
tion. Studies have shown that approximately 
fifty per cent of the general duty nurses’ time is 
spent in procedures which can be performed by 
aides under supervision. The various duties of 
these attendants has received a considerable 
amount of publicity in recent journals. 


The Medical Staff Contributes 


The doctors are finding that they can use a 
smaller dressing and less adhesive to do the same 
job as well as a smaller amount of iodine, mercur- 
ochrome, and merthiolate and even in some rare 
instances they no longer squirt it on the walls, 
floor, and beds. The surgical supervisor should 
put on a campaign on “How to take off a glove” 
and “How not to break suture material by test- 
ing the tensile strength by the customary jerk. 
Smaller dressings made of lower mesh (cotton in 
gauze pads) and recoverable binders are taking 
the place of gauze bandages. There is little 
doubt that gauze consumption can be cut by about 
thirty per cent. 


Pharmaceuticals 


The pharmacist can play an important role in 
suggesting that the doctors not prescribe pro- 
prietary drugs, but instead use the official name 
whenever possible. A house formula will likewise 
affect a saving to both the patient and institution. 
Save prescription bottles to be used again. The 
war against waste in the drug department is an 
important one. 


Economies in the Laboratories 


The laboratory and x-ray can conserve too by 
recleaning those expensive cover slips (this is 
done, however, by a non-technical person who also 
cleans the glassware and is more careful than 
the busy technician). There should be less waste 
in the use of stains, reagents, and other chem- 
icals. Breakage of glassware should be posted 
at the time it is done by the destroyer, as it has 
a good psychological effect. Smaller x-ray films 
should be used whenever possible and a little ad- 
ditional attention to technique will cut down on 
retakes. . 
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Economies in the Record Room 


The record librarian and office force can do a 
real job with suggestions as to how to save on 
blanks, chart forms, stationery, and stamps and 
do their work just as well on a twenty per cent 
reduction in purchases. Some chart forms can 
be mimeographed on cheaper paper and the forms 
now being used should be utilized as completely 
as possible. Charting only essentials and in 
smaller letters will save many sheets of paper as 
well as filing space. Smaller letter heads serve 
as well for shorter letters and a cheaper grade 
of. envelopes can be used. Carbon copies, if made 
on the reverse side of a letter being answered 
saves paper and filing space. Personal contact 
by telephone on local accounts saves letter writ- 
ing. A central mailing system will save stamps 
and stationery. Long distance calls are to be dis- 
couraged when a letter will answer the purpose. 


These are but a few of the one hundred and one 
ways of saving. 


Use of Subsidiary Workers 


Suffice it to say that we are confronted with 
the task of carrying on with less professional help 
which means more subsidiary workers to do the 
non-technical jobs. These subsidiary workers can 
and are being trained satisfactorily even in our 
smaller hospitals. They are doing good work and 
playing an important role in conserving the 
nurses, technicians, and dietitian’s time which 
should be devoted to actual professional duties 
and the care of the more seriously ill. 


The Patients Cooperate 


If the patients are informed about the hos- 
pital’s conservation program they will be very 
happy to cooperate and will even offer additional 
suggestions and ideas. They know that luxuries 
and frills are nice, but not essential. We have 
2. real job before us—yes a challenge—that of giv- 
ing our patients all necessary and required care 
with less of everything to do it with. This is a 
real challenge and let it be emphasized that no 
successful program on conservation, whether in 
a large or small hospital, can be successfully ex- 
ecuted without the full cooperation of the per- 
sonnel—they are able to offer most: valuable sug- 
gestions pertaining to their particular job in your 
institution. They should be informed at group 
conferences that you are seeking their advice and 
with encouragement and a little praise, it will be 
forthcoming. You will be agreeably surprised to 
learn that Rufino, the dishwasher and Johnnie, 
the boy in the laundry have been thinking too— 
they know we are in a war and that it cannot be 
won through waste. They are willing to go all out 
for Victory because they too love America. 
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The Budget Message Proposal 


RT. REV’ MSGR. MAURICE F. GRIFFIN 


United States to the present Congress con- 


Te Budget Message of the President of the 
tains a section entitled 


“Social Security—Increased Contributions 
for Post War Contingencies” 


There is recommended 


“an increase in the coverage of old age and 
survivor insurance, addition of permanent 
and temporary disability payments, and hos- 
pitalization payments beyond the present 
benefit programs, and liberalization of ex- 
pansion of unemployment compensation in a 
uniform national system.” 


In, one paragraph-the statement is made 


“T oppose the use of payroll taxes as a mea- 
sure of war finance unless the worker is given 
his full money’s worth in increased social 
security” 


Then there is suggested “additional employer 
and employee contributions.” 


Finally there is this significant argument: 


“Increased contributions would result in re- 
serves of several billion dollars for post war 
contingencies” 


“Investment of additional reserves in bond of 
the United States Government would assist in 
financing the war” 


We view with alarm this attitude towards hos- 
pitalization reserves. The American Hospital As- 
sociation has presented to the American people 
voluntary hospital service associations in which 
the uniform policy has been insisted upon that 
the reserve should be built up only in such propor- 
tion as is necessary for the protection of the sub- 
scriber, and in which there is an approximation 
of the cost of the service rendered paid to the 
hospital. 


The Budget Message proposal is a complete re- 
versal of our traditional policy. An unnecessarily 
large reserve is amassed by a pay roll tax on in- 
dustry and a pay roll deduction on labor. This is 
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not to be used “to give the worker his full money’s 
worth in increased social security” but is contem- 
plated as a very considerable factor in war financ- 
ing and for “post war contingencies.” 


Purpose and Ideal of Blue Cross Service Plan 


We feel that it is incongruous to use the sick- 
ness of our people as an occasion for another pay 
roll tax for such purposes. We cannot sanction 
the collection and use of hospitalization funds for 
any extraneous purpose—however praiseworthy 
that purpose may be, nor can we agree with the 
propriety of using hospital benefits as a means of 
making acceptable another pay roll tax. We would 
condemn as smacking of rank commercialism any 
plan that places the emphasis on building up re- 
serves for capital purposes of the hospitals con- 
cerned. Our plans were developed simply to help 
our patients meet the unpredictable expense of 
hospitalization, and our ideal is to use the largest 
possible percentage of the subscriber’s money for 
this purpose, and to keep a reserve that is only 
large enough to protect that purpose. The Budget 
Message proposal is frankly a money raising 
scheme, and as such is included in the Budget 
Message. 


It must be kept in mind that the Budget Mes- 
sage proposal is not a relief measure, is not pro- 
posed in the interests of public health. It is not 
to help the needy. It is not to provide hospitaliza- 
tion for those unable to pay for it, or for those 
who are not now receiving it. It does not con- 
sider the indigent. The wage earners of the 
country, and all of the wage earners, are affected 
by it. They have been, and under normal condi- 
tions would continue to be, the private, full pay, 
patients of all our hospitals. 


The Budget Message proposal changes their 
traditional classification; from private patients 





35 

















paying for themselves they become Government 
patients forced by law to pay the Government 
for their hospitalization. 


After they have prepaid the Government ad- 
mittedly more than enough the hospital cannot 
expect to get anything extra from them. 


Inequalities of Government Payment for 
Hospitalization 


How much or how little the Government pays 
the hospital is merely a detail which does not 
affect the fundamental relationship between the 
Government and its patients. The financial ar- 
rangements between the hospital and the Govern- 
ment are very appropriately considered the re- 
sponsibility of the hospital and not a concern. 
of the patient. If the hospital does not get enough 
from the Government it is not the patient’s fault 
and he cannot be held liable for any deficit caused 
by the hospital’s inability to make proper terms 
with the Government. The Government has al- 


ready imposed on him in collecting an excessive . 


premium. All the hospital gets is what it gets 
from the Government. 


All the serious implications of Government pay- 
ments for hospitalization are independent of the 
consideration of the adequacy of such payments. 


Just as the amount of the payment is secondary 
as compared to the importance of the primary 
principle involved, so are all of the details of the 
formula of payment, paid directly to the patient; 
assignable to the hospital; paid to a hospital serv- 
ice association, etc. These are all details that 
cannot change the basic proposal nor make it ac- 
ceptable. Our objection is to the fundamental 
proposal set forth in unmistakable words in the 
Budget Message. With this we are familiar. To 
delay discussion of this, to hestitate to make an 
emphatic public statement of our position on this 
proposal, and to sit aside quietly and wait for an- 
other opportunity to discuss some minor features 
of administration with the Social Security Board 
is not in the best interests of our hospitals. Our 
responsibility is to face the issue of this revolu- 
tionary proposal. 


A committee was appointed by the Board of 
Trustees of the American Hospital Association to 
consult with the Social Security Board in “an 
effort to further explore the matter of hospitali- 
zation allowances within the Social Security struc- 
ture.” The committee met in full session in St. 
Louis, April 24. The scope and function of the 
committee was outlined and means to safeguard 
the interest of the hospitals and the voluntary 
plans were approved. 


Let us analyze the instructions to this commit- 
tee in the Board’s resolutions already published. 
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Have we no interest except to make “an effort to 
further explore the matter of hospitalization, al- 
lowances, etc?” Where is this “exploration” to 
begin? As the personal equation bulks large in 
the appraisal of proposals made repeatedly, is 
this exploration to begin with the agitation for 
compulsory health insurance in the Committee on 
the Cost of Medical Care, and come down through 
all of the discussions with the Interdepartmental 
Committee to the present position of the Social 
Security Board? Unless the “exploration” goes 
beyond these boundaries—complete as they seem 
for this subject—nothing new will be discovered. 
The printed reports and speeches of the propo- 
nents of socialized medicine and hospitalization 
show no change at this time. 


What is the “objective” of this exploration? 
What do we hope to find out from the members of 
the Social Security Board that we do not already 
know concerning their attitude on. the subject of 
public health, their social philosophy as it affects 
private institutions, and their program of the ex- 
tension of the so-called social gains that were 
made during a peace time depression and now are 
to be superimposed on a war time prosperity? Are 
we to go to the members of the Social Security 
Board and ask them what they held back from us 
on the two other occasions on which our com- 
mittees have conferred with them during the last 
few weeks? Do we still hold out the hope to our- 
selves that they can and will reveal to us some 
new administrative detail that will change the 
whole fundamental theory of the Budget Message 
proposal and make it entirely acceptable to us? 
Seriously, what is the “objective” of this ‘“explor- 
ation” to Washington which caused such great 
fear to be expressed that somebody might commit 
somebody to something? 


The Questions Which Hospitals Must Consider 


Is the “hospitalization allowances” all we are 
interested in? Are we judging the merits of this 
proposal by the amount of money we can get out 
of it? Is it not infinitely more important for us 
to stop and ask ourselves whether we really want 
that money at all? Do we want to pay the price 
for that money? Do we want to go on the Gov- 
ernment pay roll? Do we want to become merely 
a functional unit of Social Security? We never 
had any money like this before, can we handle it? 


Our fellow citizens in communities served by 
our local hospitals have furnished a great deal of 
money to build them, they have done this by vol- 
untary contributions or by the willing acceptance 
of tax burdens voted at the polls. It has always 
been the voice of the people approving one of 
finest expressions of our public spirit, our volun- 
tary hospital system. 
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Irrespective of the financial considerations of 
a cash indemnity there are more serious ¢onsid- 
erations. 


If we believe 

“that our voluntary hospitals are a national 
asset of incalculable value, and that their effi- 
ciency is traceable in large part to their free- 
dom of action under local control” 


can we look with complacency to their operation 
under the conditions that will be brought about 
by the Budget Message proposal wherein all of 
the patients will be patients of the Federal Gov- 
ernment and all of the money will be Federal 
Government money. 


Do we think that “their freedom of action un- 
der, local control” will be increased under an im- 
personal far-away bureaucracy in Washington 
controlling all patients, all finance, all professional 
and administrative performance? 

If we sincerely believe 


“that the independence of voluntary hospitals 
and of hospitals under city, county and other 
local community control should not be jeopar- 
tized by Federal Legislation” 


why do we not say so? Why do we hesitate to 
take a stand on this most important legislative 
proposal? Why do we not bring the resolutions 
of the Board to the 


“notice of the President of the United States, 
the Social Security Board, the members of 
the Congress of the United States?” 


Why do we not organize for opposition to this pro- 
posal, enlisting the millions of men and ‘women 
who have given. their time and their money to 
build their local hospitals—the thousands of busi- 
ness and professional men who are giving their 
best thought as trustees to the welfare of their 
local institutions—the three quarters of a million 
loyal self-sacrificing people who are daily caring 
for their neighbors in their local hospitals. 


Meeting the Worker’s Hospital Needs 

We say, 

“That programs, seeking to widen the use of 

voluntary hospitals and their. more perfect 

adaptation, to the needs of the workers of the 
country voluntary contributory plans, merit 

Government consideration and support.” 

Do we think that the Budget Message proposal 
could be viewed as “consideration and support” 
for our voluntary plans? It is simply a question 
of the compulsory universal plan against the vol- 
untary selective plan. All of the wage earners of 
the country are to be regimented into a compul- 
sory pay roll tax proposal under the title of hos- 
pitalization insurance “in a uniform national sys- 
tem.” 
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Do we think that the people after they have 
been forced to pay to the Government two or three 
times as much as is necessary for hospitalization 
will freely elect to carry a second—an additional 
coverage in a voluntary plan? Do we think that 
the employer after he has been forced to pay a pay 
roll tax, forced to make “additional employer con- 
tributions,” and after he has been forced to make 
a pay roll deduction, “additional employee contri- 
butions” would freely agree to continue a second, 
an additional pay roll deduction for a voluntary 
service plan whose rates are different and whose 
percentage of coverage differs from month to 
month? 


Even if those who are covered in a voluntary 
plan or a commercial insurance company—which 
is highly improbable—were exempted from the 
“uniform national system” do we think their em- 
ployer could be asked to make a pay roll deduc- 
tion for the men in the local plan and another for 
those who were not inclined to join up with it, and 
who would have to pay into the “uniform national 
system?” 


Do we seriously think that the Budget Message 
proposal gives such “consideration and support” 
to our voluntary service plans that they would 
thrive and grow side by side with the compulsory 
“uniform national system,” or do we frankly ad- 
mit that we know they would be forced to liqui- 
date? 


We developed them and we presented them to 
our members and to the public, are we now con- 
tent to see them pass out? Do we think that we 
have no obligation to make every effort to pre- 
serve them and to continue for the people the so- 
cial values of this great contribution to the general 
welfare? 


Have we faith in the voluntary program, the 
voluntary hospital and the voluntary service plan? 
We appreciate that no optional proposition wiil 
ever have unanimous adoption where men are free 
to choose. We differ in our social philosophy in 
our policies and in our religion. God gave us free 
will, do we agree that the State should take it 
away from us in the care of our health? Indi- 
vidual initiative and personal responsibility have 
made our nation great and have given our people 
an opportunity for the best health care the world 
has ever known. Do we discount all of these 
achievements and favor a dead level of uniformity 
in medical care for a regimented people, whose 
generous impulses can be expressed only in en- 
forced taxation and whose most intimate personal 
relationships in life are to be dumped together on 
a wholesale basis in the national health program 
of “a uniform national system?” 
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Hospital Association, with the cooperation. of 

the American College of Surgeons, the Amer- 
ican College of Hospital Administrators, the 
American. Medical Association and the Chicago 
Hospital Council, will conduct an Institute for 
Hospital Administrators on the campus of the 
University of Chicago from September 14 to 26. 


7 OR the tenth consecutive year the American 


As in previous years the Institute will be un- 
der the directorship of Malcolm T. MacEachern, 
M.D. He will be assisted by Arnold F. Emch, 
Ph.D., assistant secretary of the American Hos- 
pital Association, and Dean Conley, executive sec- 
retary of the American College of Hospital Ad- 
ministrators. 


The program for the Institute will follow the 
general outline of previous years with lectures and 
seminars in the mornings conducted by special- 
ists in the various phases of hospital administra- 
tion and service, field trips in the afternoons to 
hospitals in the Chicago area or group confer- 
ences, and round tables in the evenings. Partic- 
ular emphasis will be placed on maintaining hos- 
pital service under wartime conditions. 


Tenth Annual Institute for Hospital Administrators 


Chicago, September 14 to 26, 1942 


International House, University of Chicago 






Accommodations 


This year the Institute will be held in the In- 
ternational House, one of most beautiful build- 
ings on the University campus. It is situated on 
the north side of the Midway at 1414 East Fifty- 
ninth Street. The International House is particu- 
larly well equipped to provide accommodations 
for the Institute with lecture hall, conference 
rooms, and living quarters for Institute regis- 
trants all under one roof. The cost of room and 
meals at the International House for the two 
weeks’ period of the Institute will be $43.50. 


Registration 


Registration for the Institute is open to men 
and women who hold, or who, within recent years, 
have held the position of administrator of a hos- 
pital, assistant administrator, director of nurses, 
business manager or other positions in a hospital 
having equivalent responsibilities. Registration 
fee is $15.00. For registration blanks and infor- 
mation concerning the Institute write to Miss 
Agnes M. McCann, Secretary of the Institute for 
Hospital Administrators, American Hospital As- 
sociation, 18 East Division Street, Chicago. 
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Training for Trusteeship 


MRS: EDWARD ATWATER 


tion education ought to be required for hospital 

board of trustee members. As it is, we waken 
one day to a cheery voice on the telephone, or we 
receive a note couched in honeyed phrases telling 
us our informant has the honor to announce that 
we have been appointed a member of the Board of 
the Hospital. 


SINCERELY feel that some sort of pre-elec- 





It is usually assumed at this time, by us, as well 
as by the current trustees, that because we have 
shown an interest in parent-teacher work, have 
reasonably active church affiliations, have served 
upon several other boards without bringing public 
disgrace upon them, and are among those who 
are blessed with a generous and fairly prosperous 
husband, we shall be worthy to be on the hos- 
pital board. This is probably not true of large 
hospitals, but there are many, many more seventy- 
bed institutions like ours, in towns of about 17,000 
population, than there are large institutions. 


We are brought to the first meeting by the 
member who presented our name, greeted very 
pleasantly by our competent (and harassed) ad- 
ministrator, who knows full well what a whale of 
a lot of help we shall be for the first few years. 
We depart from our first meeting feeling there is 
simply nothing to it and we could manage Johns- 
Hopkins Hospital quite easily. 


This state of mind lasts till the following after- 
noon when we meet some of our old pals at the 
hospital auxiliary, of which we have long been a 
more or less social member. 


“Well, well,” says the president, an erstwhile 
chum of ours, “I hear you’re one of the new 
trustees. Isn’t that nice?” 


Meaning, “I don’t see why they didn’t at least 
choose one of our working members. What 
earthly good will you be?” 


We make a mental note to be particularly faith- 
ful in attendance at auxiliary meetings and never 
again fail to offer booty at bakery sales and book 
drives, to work in the kitchen at the bazaar, and 
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to debase ourselves in every way. This is our first 
lesson. 


On the Entertainment Committee 


For our first project, we are put on the enter- 
tainment committee, probably as being the one 
upon which our inexperience can wreck the least 
havoc. We are told to plan Christmas for the 
sixty employees. We are also told how com- 
petently Miss Smith handled matters last year. 
We find that after collecting money from five dif- 
ferent sources, she bought a different gift, at a 
different price, for each employee, wrapping each 
in Christmas paper. Being the mother of three 
young children our brain reels at this prospect, 
but we do our very best to carry on in the proper 
tradition, only to find the employees would have 
preferred cigarettes. This is our second lesson. 
This Christmas, my fifth at the wheel, saw the 
employees presented a portable radio, the nurses 
a “Toastmaster,” and everybody a twenty-five 
cent Defense Stamp for a Christmas card. 


President of the Board 


My personal third lesson was that it becomes 
the duty of each trustee sometime to head the 
Board. I was elected while vacationing in Florida 
and regarded the summons as a sort of celestial 
opportunity. Here, I said, it is. Now I will be 
able to cope with everything, having complete 
control. 


First I wrote our administrator, still the same 
wonderful woman, to send me Dr. Malcolm T. 
MacEachern’s Hospital Organizement and Man- 
agement. I took it to the beach daily, and read 
every page during my six weeks vacation, learn- 
ing and digesting a great deal. 


Upon my return I tried with all my strength, 
and with all the knowledge acquired from Doctor 
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MacEachern, to be a good president. I attended 
two national conventions with our superintend- 
ent (and had two perfectly delightful times), I 
never missed a hospital service district meeting, 
I visited other hospitals in our vicinity, and knew 
all our supervisors by name, and still I knew I 
was not adequately educated for the work. 


Behind the Scenes 


Then Opportunity really came. Two months 
before Pearl Harbor, the Red Cross organized 
Nursing Aides in our community. I joined the 
first group, thinking that actually working in the 
wards might give me the knowledge I had not 
been able to get. 


The first few weeks were hard, as I worried 
for fear the nurses might think I would snoop, 
though my term as president had expired. In 
two months working several days a week making 
beds, giving baths, fixing trays, feeding patients, 
etc., I have learned ten times as much as in five 
years of trusteeship. 


I know now why our superintendent begged us 
to order six closed bedside stands for the men’s 
wards instead of maple furniture for a private 
room. But I would not have known if I had not 


' 


knocked the toilet paper and the soap dish off an 
open model every day for two months. I know she 
knew what she was about when she begged for a 
bedpan sterilizer for every floor, and we insisted 
on -new lights in the Board Room instead. 


I know that instead of repainting the wall in 
the women’s ward because it was not quite the 
shade of peach we wanted, we should have in- 
sisted on a dozen more stainless steel emesis 
basins while they were still available. 


And I know that the supervisor of one large 
section who looks tired and whose shoes are not 
always as highly polished as the other nurses (a 
fact I had meant to mention to the superintend- 
ent on one of the presidential tours) is adored by 
all her patients, works overtime nearly every day 
trying to.make up for the lack of labor saving 
necessities I did not feel were important when | 
was president, and covers so much ground that 
it is a wonder she has any shoes left. 


Now I feel fit to be a trustee, but it should not 
have taken six years, and I wish I could encourage 
anyone who hankers for this honor to rush right 
down to the nearest Red Cross enlistment office, 
and join the Nursing Aides! 





Copper Banned for Thirteen More 
Plumbing Fixture Articles 


The addition of thirteen plumbing fixture prod- 
ucts to a list of articles for which use of copper or 
copper base alloy is prohibited. 


The articles affected are: Bath tub fillers and 
nozzles; shower fittings; lavatory compression 
faucets; lavatory combination faucets; sink com- 
pression faucets; combination sink faucets and 
spout; combination faucets for laundry tubs and 
spouts; combination faucets for wash sinks; laun- 
dry tray faucets; outlet plugs and strainers; tail 
pieces; flush ells; flush valves for closet tanks. 


Allowed for Certain Parts 


Copper or copper base alloy, however, may be 
used in certain component parts of all the above 
items, except for the last four, if such use is 
limited to the minimum amount practicable. 


The prohibitions and restrictions in the sched- 
ule do not apply to the use of copper or copper 
base alloy in products being made for use in chem- 
ical plants, research laboratories, hospitals, or for 
nonpleasure vessels or aircraft where use of other 
materials is impracticable. Although the require- 
ments of the schedule do not go into effect until 
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June 15, Army procurement officers are already 
specifying plumbing equipment items as _ per- 
mitted by the schedule. 


Victory, April 14, 1942. 





Officers of the Tennessee Hospital 
Association 


At the meeting of the Tennessee Hospital Asso- 
ciation, held jointly with the Southeastern Hos- 
pital Conference on April 9, in Memphis, Ten- 
nessee, the following officers were elected for the 
coming year: 


President—G. W. Eutsler, director of Holston 
Valley Community Hospital, Kingsport 

President-Elect—Elizabeth Sloo, Superinten- 
dent, Protestant Hospital, Nashville 


Vice-President—C. E. Thompson, Business 
Manager, Willis C. Campbell Clinic, Memphis 


Secretary-Treasurer—H. H. Miller, Superin- 
tendent, George W. Hubbard Hospital, Nash- 
ville 


Thomas H. Haynes, superintendent of Knox- 
ville General Hospital, Knoxville, was nominated 
for delegate to the American Hospital Associa- 
tion, with R. G. Ramsay, business manager of 
Garly-Ramsay Hospital, Memphis, as alternate. 
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Military and Industrial Expansions 


Affect Hospital Personnel 


EDGAR C. HAYHOW 


of the country in general and in New Jersey 

in particular will show the present national 
situation has forced administrators to place 
special emphasis upon— 


F or a cursory study of the hospital situation 


First: The problem of meeting adequately 
the demands of the community for hospital 
care beyond the normal physical limits of in- 
dividual institutions. 


Second: The adjustment of the hospital 
organization due to the large withdrawal of 
so many of its professional and nonprofes- 
sional personnel for services in the armed 
forces and in industry. 


Third: The need to accelerate the program 
within and without the hospital in relation to 
the “all-out” war effort. 


Federal, state, and municipal government and 
industry must look to hospitals for essential pro- 
fessional and technical personnel, for expansion 
of medical services for military forces, for or- 
ganization and operation of emergency medical 
services in the event of civilian catastrophes, and 
for increasing defense, or rather, offense produc- 
tion in industry. 


With the tremendous wave of voluntary effort, 
the civilian population also looks to the hospital 
for basic training in the rudiments of first aid, 
nursing, and administrative practice to augment 
services left deficient by more skilled workers. 


That is all as it should be. It is mentioned here 
simply to emphasize that, on the one hand, the 
first two problems accelerate the hospital pro- 
gram with urgent demands for increased or addi- 
tional medical facility and personnel, whereas, on 
the other hand, persons are drawn from the ranks 
of physicians, nurses, trained technicians and 
nonprofessional workers enlisting in the armed 
forces and industry for various reasons. 


Presented before the War Session Conference of the American 
College of Surgeons, Newark, New Jersey, March 1942. 
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Meeting the Three-Way Challenge 


Such is to be expected in a war crisis. The 
problem confronting administrators and staffs and 
trustees is how can hospitals meet this three-way 
challenge and at the same time offer essential 
medical service to the civilian population without 
lowering present standards of medical care. 


There are two alternatives to bring the equa- 
tion of a demand for services and requisite per- 
sonnel into balance. If hospitals are losing per- 
sonnel, naturally other persons must be employed 
to fill their places and specific assigned duties ma- 
terially curtailed or reallocated; or patient loads 
will, by necessity, be reduced. 


Administrators are cognizant of the picture as 
it relates to physicians and the needs of govern- 
ment. Hospitals are going to be requested to 
designate the physicians who are essential to the 
smooth administration of their institutions. The 
younger doctor may be required to accept a new 
assignment. 


Basically, hospital service is physician service. 
To maintain this service, it is a question of the 
advisability of employing “older” men by calling 
consulting or retired physicians back into the 
service and, in a sense, “lowering” levels of physi- 
cian assignments. As a first measure this is 
preferable to suggestions of discharging patients 
for home care somewhat earlier than present 
practice; or limiting out-patient services, particu- 
larly revisits; or adopting a more rigid admission 
policy, such as insisting that elective surgery be 
postponed; or discontinuing certain practices as 
nonessential routine for doctors, such as trans- 
cribing records and “riding” the ambulance, par- 
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ticularly if such duties can be absorbed by non- 
professionals. 


Medical Practice and Hospital Performance 


All suggested programs for hospitals’ adjust- 
ment to war conditions have merit but deserve 
much thought and deliberation. Standards of 
medical care have been raised immeasurably since 
World War No. 1 and the adjustments during that 
period are not necessarily applicable at present. 
Careful consideration must be given present-day 
problems as they relate to the patient and to the 
doctor.’ If a more rigid admission system is de- 
veloped or patients are discharged sooner from 
the wards, the out-patient load is increased in 
proportion. The patient must be treated some- 
where. That function—treatment—belongs to 
the physician and emphasis must be placed be- 
tween the essentials and nonessentials of medical 
care in relation to hospital -practice. Yet, if 
changes are contemplated by introducing older 
men into the clinic or asking younger men to 
“double up” their activities, hospitals must be 
willing to adjust, if possible, clinic and time sched- 
ules for the convenience of the doctor. 


Intern and Resident Service 


The same is true of the resident and intern 
staff. If deferments for one year will continue 
to be granted after medical school graduation, 
intern services must be reduced proportionately. 
As stated before, many duties now assigned to 
the intern can be absorbed by technical staffs. 
The laboratory is an example. It is reported a 
large municipality in the East has relieved in- 
terns of ambulance service. This latter practice 
should not be done until there is assurance that 
competent medical services are available from 
other sources for patients requiring emergency 
domiciliary care, if hospitals offered the type of 
consultation in the community through the 
medium of interns. 


Hospitals associated with universities can look 
to fourth year students to be assigned as clinical 
clerks to do certain limited medical procedures 
under supervision, thus relieving the graduate 
physician. A note of warning, however, in assign- 
ing substitutes—the admission of patients to the 
hospital is important; but the discharge from the 
hospital far more important. Supervision is so 
essential. 


Maintaining Adequate Nursing Service 


Space prohibits a lengthy delineation of meth- 
ods to approach the problem of maintaining ade- 
quate nursing service. If nursing authorities tell 
us only about forty per cent of present job assign- 
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ments of nurses require professional training, [| 
would suggest reallocating as much as possible 
of the sixty per cent remaining to ward attend- 
ants, nurse aides, and the voluntary group. Yet 
it is important to remember the more duties as- 
signed to untrained people, the more need, in 
direct proportion, for increased supervision. En- 
listing the retired and the married nurses and 
offering refresher courses have been tried suc- 
cessfully. The last war suggested the “group 
nursing” system. This can be revived, as well 
as permitting “hourly” nurses or engaging mar- 
ried nurses to come on the floor during the heavy 


‘morning periods. Many hospitals have increased 


student enrollment and availed themselves of 
Federal grants to finance the additional ex- 
penditures incurred. Lowering standards to at- 
tract additional students should be frowned upon 
—hetter no service at all. In many hospitals, 
nurses are employed in administration depart- 
ments or those not specifically requiring nurse 
training. It might be suggested that these per- 
sons return to nursing. 


Volunteer and Part-Time Workers 


The practice of utilizing volunteer groups is not 
new to the hospital. At present the various ser- 
vices offered by the Red Cross are not only found 
to be most helpful, but essential, and bring to the 
hospital and the bedside not only a quantity of 
personnel, but due to the methods of selection, a 
quality which undoubtedly has already enhanced 
public relations. Hospitals must be discriminating 
as to whom it assigns to the bedside, for much 
harm can ensue to hospital and patient from un- 
trained and tactless persons. 


Standards of hospital service as well as profes- 
sional service have been raised since World War 
No. 1. Hospitals need better devices in personnel 
management to evaluate performance and to 
measure efficiency. Technical and _ vocational 
schools have accelerated their programs to train 
workers in shorter periods. The depression has 
brought to the ranks of hospitals, workers who 
previously had not been attracted to the field of 
institutional work. Turnover was never so ram- 
pant. The real problem is not so much losing the 
older worker but in keeping the new worker after 
he is trained. Naturally, hospitals, particularly 
voluntary ones, cannot compete with industrial 
salaries and wages, and, as always, hospitals have 
found themselves the training schools and prov- 
ing grounds for technical positions in medicine 
outside the hospital. For this reason, many insti- 
tutions have added teaching, voluntary exposure 
in the laboratory, x-ray, in fact, in all the depart- 
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ments. Hospitals affiliated with colleges, or closely 
associated with them, have had excellent results 
from part-time workers. Yale University is using 
medical students on the wards to take over vari- 
ous duties assigned to attendants with a real 
benefit to the students and the hospital. 


The Barnard Bureau of New York is supplying 
to city hospitals whole units of full and part-time 
workers to serve as clinic aides, receptionists, as- 
sistants in nurseries, occupational therapy rooms, 
in clerical positions and linen rooms. High school 
students can be used to similar advantage. Yale 
University is undertaking an experiment in the 
interest of the physically handicapped. These 
persons are not eligible for military services. Yet, 
when trained, they often became efficient workers. 
Many hospitals have called upon the Red Cross, 
auxiliary groups, churches and societies, for vol- 
unteer aides to serve as hostesses, messengers, 
clerks and receptionists and to arrange and re- 
arrange flowers. Flowers have never looked bet- 
ter in my hospital than they have since this in- 
novation. Married women employed for part-time 
work have been of real service in peak periods, 





evenings, and supper hours. For the first time 
in history men are being asked to volunteer as 
fire wardens, stretcher bearers, ambulance drivers 
and other nonprofessional services. 


Hospitals, particularly in nondefense areas, are 
employing women to supplement men workers. 
This is not only in technical jobs but on the eleva- 
tor and in the business offices. 


It has always been my personal feeling that 
hospitals could offer a much higher schedule of 
wages, and by so doing not only decrease the num 
ber of employees but raise income and lower oper- 
ating costs. Adequate personnel may be main- 
tained through adequate recompense, particularly 
in non-competitive times. 


In conclusion, this crisis calls for more effort, 
more planning and more thorough supervision 
than ever. Nothing remains static. Things pro- 
gress or retrogress. The hospital’s obligation is 
still in the interest of the civilian sick or injured, 
more now than ever. No matter what is done or 
who is delegated to do it—standards for efficient 
and effective hospital care must not be lowered. 
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Second Annual Institute on Hospital Purchasing 


The Second Annual Institute on Hospital Pur- 
chasing, to be conducted by the Committee on 
Purchasing, Council on Administrative Practice 
of the American Hospital Association, in coopera- 
tion with the University of Michigan, Ann Arbor, 
Michigan, will be held at the University of Mich- 
igan, June 1-5. Arden E. Hardgrove superinten- 
dent of the Norton Memorial Infirmary, Louisville, 
Kentucky, is director of the Institute; and F. 
Hazen Dick, purchasing agent of the University 
Hospital, Ann Arbor, Michigan, is associate 
director. 


The general plan of the program is to devote 
the morning sessions entirely to lectures on the 
theory and practice of purchasing and the organ- 
ization of the purchasing department. The after- 
noons will be devoted to seminars on the purchas- 
ing of specific commodities; and, in the evenings, 
round table discussions will be held, giving each 
registrant an opportunity to clear up any ques- 
tions remaining from the day’s program or to 
request consideration of any personal purchasing 
problem which may not have been covered. 


Competent leaders in hospital purchasing have 
been selected for the lectures and seminars on— 
Administrator Views the Purchasing Department ; 
Price Trends; Paper Products; Basic Principles of 
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Purchasing; Relationship of Federal Regulations 
to Hospital Purchasing; Federal Inspection and 
Grading of Canned Goods; Cannéd and Frozen 
Fruits and Vegetables; Fresh Fruits and Vege- 
tables ; Standardization and Specifications of Com- 
modities; Legal Aspects of Purchasing; Medical 
and Surgical Supplies and Equipment; Staples 
and Other Groceries; Determination of Quanti- 
ties to Purchase, Quotation Procedure and Plac- 
ing of Orders; Receipt and Inspection; Grading 
of Meats; Meats, Poultry, Dairy Products and 
Eggs; Textiles and Laundry Supplies; Stores and 
Inventory Control; Cooperative Purchasing; 
Fuels and Maintenance, Engineering, and Mechan- 
ical Supplies; and Drugs and Chemicals. 


Men or women who hold administrative posi- 
tions in a hospital, and who wholly or in part, 
have purchasing responsibility assigned to them, 
will be eligible for registration. The registration 
fee is $15 and the dormitory fee for room and 
meals is $20; a total expense of $35 covering the 
entire Institute. The registration will be limited 
to one hundred registrants. 


For application blank and further information 
regarding the Institute, write to Charles P. Fisher, 
Director of University Extension Service, Uni- 
versity of Michigan, Ann Arbor, Michigan. 
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Needs of Hospitals Supplied Through Priorities 


A. R. SHANDS, JR., M.D. 


two kinds of knowledge, one which you have 

yourself, and the other, which you have be- 
cause you know the place where the knowledge 
can be found. I am quite certain that knowledge 
of priorities falls for the majority of us definitely 
into the second category. “A place where the 
knowledge can be found” is at the Office for Emer- 
gency Management of the War Production Board 
in Washington. A communication I received from 
this office dated March 18, 1942, in the form of a 
bulletin about priorities contained the latest in- 
formation. A careful review of it revealed noth- 
ing different from what we have all known for 
several months, namely that we should use our 
blanket A-10 rating with a P-100 priority order 
number when such is required for the mainte- 
nance, repair, and operating supplies necessary 
for the operation of our institutions. After spend- 
ing considerable time trying to acquire additional 
priority information, I find that if I apply the 
Latin proverb, “He knows most who knows that 
he knows little’ to myself in this search for 
knowledge, I belong to the intelligentsia. 


ve JOHNSON once said that there are 


In our land of abundance, it must seem strange. 


to many of.us to even think of having to do with- 
out the things we want. Many of us have done 
without little in the past, but the indications for 
tomorrow are that we will have to do without a 
great deal. War and privation always go together. 
We cannot wage a war and supply our men at the 
front with all the planes, tanks, guns and powder 
necessary to win this struggle and keep the front 
line hospitals in any way properly equipped while 
continuing with luxuries, extravagance, and 
superabundance at home. These must first be 
eliminated, and then stock must be taken of the 
bare necessities required to run our hospitals, 
that is minimum requirements for adequate ser- 
vice. Those of us in well endowed and amply 
financed institutions in the more populous com- 
munities will have to learn a lesson from the 
institution in the poorer community which has 
learned to exist on very little. 


Presented before the War Session Conference of the American 
College of Surgeons, Newark, New Jersey, March 1942. 
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If this war were the length of the Spanish- 
American War, it would be over. If we knew that 
it was going to extend only over the period of the 
19 months in which we were active participants 
in World War I, we could certainly “draw in our 
belts,” plan accordingly and feel better about it 
all. No matter what our thoughts are regarding 
the duration, all of our preparations and hospital 
planning should now be in terms of years. 


With the advent of the opening of new battle 
fronts this spring, our military hospitals are go- 
ing to occupy a larger and larger place. Their 
needs will increase. We must sacrifice supplies 
and equipment heeded to treat the injured soldiers 
and sailors, for theirs is the first medical call of 
the Nation. For our civilian, hospitals to render 
service as in the past, we must not permit priva- 
tions to annoy us, we must learn to do without and 
look for substitutes. 


This week I had a letter from a Naval Medical 
Officer on duty in a California hospital where 
there are many of the Pearl Harbor casualties; 
he writes: “We have learned how to improvise— 
as we have never done before, how to do what we 
hope is a good job under somewhat difficult cir- 
cumstances.” This from a surgeon working behind 
the firing line certainly typifies what we all should 
be doing at home in our civilian hospitals. 


We should be starting to improvise, to think 
of substitutes, and above all to practice rigid 
economy in the use of all equipment and materials 
on hand to make these last as long as possible. 
Simplification of equipment and supplies is essen- 
tial to efficiency and economy. We should make 
one sponge do the work of two. We should not 
change surgical dressings more than is absolutely 
necessary, we should make use of smaller strips 
of adhesive, in the operating room we should not 
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use two types of clamps or different types of 
suture materials where one will do. All of these 
economies at home will release larger quantities 
of equipment and materials for the doctors and 
nurses in the hospitals on the front lines. We 
should never be without “war consciousness” until 
this struggle is over. 


Save and Economize 


“Save” should be the motto of every institu- 
tion, then priorities and allocations will give less 
trouble. Not only scrap paper, metal, rags and 
rubber should be salvaged for war purposes, but 
supplies, equipment, furnishings, and patient 
days should be saved. Send the convalescent pa- 
tient home as soon as his doctor thinks it is safe. 
Save the salary and time of one employee if his 
work can be combined with the work of another 
employee with a little extra effort. Never let the 
thought of a forty-hour week enter your mind, we 
must all work harder and put in longer hours. We 
have a war to win. Every added effort which you 
and I, and our hospital personnel can put forth 
will bear fruit in the running of more efficient 
institutions. This should be our great contribu- 
tion in this struggle to maintain our democracy 
and way of life and also to help win the war. 


The Priority System Is Fair 


The priority system, as I see it, is a method for 
a fair distribution of the necessary materials and 
equipment. Some of us have been fearful and 
anxious about what Washington is going to do 
with the hospitals. Our Government is not going 
to “let us down” in the running of our institu- 
tions. As a whole we have been an extravagant 
nation. Extravagance has crept into the opera- 
tion of many hospitals. We must not think of re- 
questing and, above all, demanding materials 
which are required by the armed forces. Tanks 
are needed before stainless steel bed pans, bomb- 
ers are needed before aluminum cooking utensils, 
guns are needed before metal beds, furniture and 
cabinets, and gunpowder is needed for these guns 
before we need the nitrocellulose plastics which 
have become so common in the equipping of our 
institutions. In the New York Times, March 22, 
1942, a statement of the War Production Board 
was printed, which is probably the latest on 
priorities and allocations. This is it in brief: 


“There is to be a specific requirements ap- 
proach to the control and distribution of 
scarce materials. This will replace the use 
of the blanket or general priorities rating 
orders as rapidly as the necessary new orders 
and procedures can be put into effect. This 
is to be called a Production Requirement 
Plan. All the blanket ratings will be revoked 
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or allowed to expire between April 1 and 
June 30. There is to be continued the prac- 
tice of assigning the ratings to deliveries of 
materials for essential uses, but this rating 
is assigned in each case and can only be used 
to obtain a specified quantity of materials or 
products. These priority ratings are to be 
assigned on, the basis of such applications so 
as to permit the producers of the products 
essential to the war efforts or the minimum 
civilian needs to obtain specified quantities of 
materials during a specified period of time.” 


As I interpret this, there will no longer be a 
blanket A-10 rating for hospitals with a P-100 
priority order number for the maintenance, re- 
pair, and operating supplies necessary for such 
institutions. We will present our minimum needs 
to the War Production Board and be allocated as 
much of the desired equipment, supplies, and fur- 
nishings as this Board decides the hospital should 
have after carefully surveying the needs of all the 
hospitals. It will be a “fair share” to each hos- 
pital. 


Concerning the problem of obtaining hospital 
equipment, furnishings and supplies essential to 
adequate service to the patient, I have made a 
survey of five institutions. The experiences are 
essentially the same in all. At the present time 
there is no real shortage of hospital supplies but 
a definite delay in deliveries, with orders being 
only partially filled at one time. Many items of 
new equipment and furnishings cannot be ob- 
tained. 


The following is specific information obtained 
from these institutions, four of which were in 
Delaware, and one in North Carolina: 


Rubber Goods 


A great deal has been written about the scarcity 
of rubber. Apparently at the present time there 
is no difficulty in obtaining rubber gloves, al- 
though delivery is slow. One distributor said 
that his supply had been cut to 25 per cent by 
the manufacturer. The rubber content in some 
forms of rubber sheeting has been reduced. Rub- 
ber mattresses and rings are probably no longer 
available although until two months ago one com- 
pany said they still had a limited supply of rubber 
mattresses for immediate delivery. Rubber tubing 
is difficult to obtain and wherever possible is be- 
ing replaced by glass tubing. Rubber bands are 
becoming scarce. 


Linen Goods 


Apparently there is not a great deal of difficulty 
in getting linen goods, although occasionally there 
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is some delay. However, what is specified cannot 
always be obtained. Some companies apparently 
will take orders only if they have the material in 
stock. Others will take orders and hope that 
they can acquire the material. It is rather in- 
teresting to note that one hospital asked for Can- 
ton flannel, was not able to get this, but was told 
that they could have outing flannel. In one in- 
stance a linen company required a priority rating 
for unbleached muslin which was 54 inches wide. 
This was not required for 36 inch unbleached 
muslin. Another company supplying this same 
item did not require a priority order. 


It is going to be more and more difficult to 
obtain uniforms made of duck goods for person- 
nel, that is for the house staff and orderlies. Bed 
gowns required a priority by one local supplier. 


Operating Room Supplies and Equipment 


One hospital was required to give a priority 
for a new anesthesia apparatus, although in some 
instances this has not been requested. It is difficult 
to get deliveries on new instruments. It is prob- 
ably true that too many instruments have been 
supplied for Emergency Casualty Stations in the 
Civilian Defense program, thereby reducing the 
available supply for hospitals. At the present it 
is not difficult to get oxygen, CO, and other gases 
for anesthesia, but sometimes the metal cylinders 
are not available. Apparently instruments in need 
of chrome plating can still be repaired, but in 
one instance a delivery of new sterilizers was held 
up because of difficulty in obtaining a chrome 
finish. 


Laboratory Supplies 


Although a great many chemicals are still avail- 
able, it is difficult to obtain certain ones and they 
are usually supplied in smaller quantities than in 
normal times. Acetone has been particularly hard 
to get as well as formaldehyde and methy] alcohol. 


Kitchen Equipment 


It is interesting to note that one company sell- 
ing casters for food trucks prefers to sell to hos- 
pitals rather than to hotels and other business 
establishments which cannot furnish A-10 rating 
with a P-100 preference order number as it en- 
ables them with these priority ratings to get 
replacements of raw materials. Of course all 
stainless steel and aluminum kitchen equipment 
is out. 


Laundry Supplies 


There is no difficulty in obtaining all types of 
soaps at present, although it is felt that there 
may be in the future. One hospital experienced 
difficulty in obtaining hair felt padding for laun- 
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There is difficulty in getting the 
bleaching materials. 


dry presses. 


Food Supplies 


No one can possibly forecast how the hospitals 
are to be affected in the future. The majority of 
hospitals have stocked up in recent months with 
the staple articles of diet. One superintendent 
said that under normal conditions his contracts 
placed yearly for food supplies would be delivered 
as the hospital needed it. However, he was in- 
formed recently by one company that it would be 
safer to have immediate delivery of the whole 
contract and put it in his hospital storeroom. One 
superintendent felt quite definite that the price 
of canned goods was much higher than it should 
be in relation to other food stuffs. The price in- 
crease he could not explain. It is absolutely nec- 
essary that many hospitals keep larger stocks of 
food and other supplies on hand than in the past, 
because of slower deliveries. 


Mechanical Equipment and Tools 


Any new equipment which contains a motor is 
hard to get. In some instances it is difficult to 
obtain tools and hardware. Almost all of the 
hardware stores require a priority order for every- 
thing purchased. This is necessary so that these 
stores can restock materials sold. If they did 
not obtain priorities, their entire stock might be 
sold and they would have to close. Replacements 
for heating systems and boiler plants are obtain- 
able but only with priorities. Water coolers could 
not be obtained by one institution. Recently, one 
hospital was turned down on a PD-1la preference 
rating certificate requesting permission to buy 
copper piping for necessary changes and altera- 
tions in a water system in which copper piping 
had been used throughout. The reply came back 
as follows: “Copper is too essential for war pur- 
poses to be used in plumbing installations, and 
we therefore are compelled to request that you 
substitute accordingly.” They were right; copper 
is needed for guns, battleships, and other sinews 
of war. 


Miscellaneous 


It is impossible, of course, to secure typewriters 
and metal filing cabinets. Paper goods are becom- 
ing difficult to obtain, especially a good grade of 
onion skin paper. Toilet tissue paper and paper 
towels are hard to get. One can obtain only a 
partial delivery on most orders for paper. So far 
no difficulty has been experienced in obtaining 
office and ward desks, although these cannot al- 
ways be obtained in metal. Brushes made of pig 
bristles are on the priority list of almost all com- 
panies. 
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Substitutes 


One superintendent presented a rather interest- 
ing side light in regard to substitutes. This par- 
ticular hospital was having difficulty in obtaining 
a certain type of dye used to color an antiseptic 
solution. After considerable correspondence with 
one company, and signing of papers saying that 
the dye could only be used as specified and was 
not to be used internally, this hospital obtained 
two drams at $2.40 a dram. The superintendent 
thinking that this same dye might be obtained 
from one of the large local dye works found that 
exactly the same material could be had at 40 cents 
a half pound. There should be and will be in the 
future a constant lookout for substitutes by both 
superintendents and hospital staff. 


Needs, Not Wants, Will Be Satisfied 


In conclusion I wish to say again that the funda- 
mental thought behind the priority and allocation 
sytem for civilian hospitals is to fairly meet the 
minimal “needs” of these institutions so that ade- 
quate service can be rendered to the patient and 
at the same time not impair production of the 
implements essential to the war effort. It is the 
needs of our hospitals rather than the wants 
which are to be taken care of under this system. 
For a few months prior to the war there was a 
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great deal of what has been termed, “forward 
buying” by many hospitals. Primarily because of 
rumors and “jitters,” each hospital was increas- 
ing its stock of inventories against the day when 
these would not be available. It is true that in 
most instances this “forward buying” was a wise 
move. It satisfied the “wants,” but from now on 
it must be remembered that we are at war and if 
one hospital takes more equipment and supplies 
than it needs from the common stock of the 
country, and the stock is not ample to satisfy all 
of our wants, this institution is depriving a field 
hospital or evacuation hospital on the front line 
of equipment which may be necessary to save lives 
in our fighting forces. These hospitals are daily 
working against odds and constantly “improvis- 
ing” to render adequate medical service to the 
wounded. The treatment of these boys and men 
of ours who are daily risking their lives so that 
we can continue our way of life certainly is our 
first medical responsibility. 


We should take stock of our minimum require- 
ments, learn now to do without everything but 
the bare necessities needed for operation and ask 
for no more. Then and only then can our con- 
science be clear that we are doing our utmost in 
this all-out struggle against those aggressor na- 
tions whose motto has been “Might makes right.” 





Mid-West Hospital Assembly 


The Mid-West Hospital Association held its six- 
teenth annual convention at the Hotel Continental 
in Kansas City on. April 23-24, with an unusually 
large attendance. 


The two morning sessions were devoted to gen- 
eral problems encountered by hospitals as a result 
of the war. The Thursday morning session with 
E. E. King of the Missouri Baptist Hospital in 
St. Louis, presiding, included discussions by Dr. 
Basil C. MacLean, president of the American Hos- 
pital Association and director of the Strong 
Memorial Hospital in Rochester, New York, on 
“The War Viewpoint of the American Hospital 
Association,” Walter G. Christie of the Presby- 
terian Hospital in Denver, on “Scarce Items,” E. 
W. Erikson of the American Hospital Supply Cor- 
poration on “Blood Banks and Transfusions,” and 
Arnold F. Emch of the American Hospital Asso- 
ciation on “The Volunteer Nurse’s Aide Program.” 
The main speaker at the Thursday luncheon was 
James A. Hamilton, president-elect of the Ameri- 
can Hospital Association and director of the New 
Haven Hospital, New Haven, Connecticut, who 
discussed the problem of “Retaining the Em- 
ployees in Spite of Defense Industries.” 


The Friday morning session, with L. C. Austin 
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of the Menorah Hospital in Kansas City presid- 
ing, ‘included talks by James A. Hamilton on 
“Emergency Measures Taken by Eastern. Hos- 
pitals,” Dr. Wallace D. Hunt, Regional Medical 
Officer of the 7th Defense Region in Omaha, on 
“Civilian Defense and the Role of the Hospitals,” 
Dr. Frank R. Bradley of Barnes Hospital in St. 
Louis on “The Emergency Medical Service of 
Civilian Protection,” and Stephen E. Schoup, 
priorities consultant in Kansas City on “Prior- 
ities.” 

Thursday afternoon was divided into six sec- 
tional meetings on accounting, dietetics, house- 
keeping, pharmacy, purchasing and nursing with 
excellent papers and lively discussions in each 
section. The Friday afternoon session included 
discussion on “Our City Cousins” by C. L. Aus- 
tin, and on “Federal and State Legislation” by 
Arnold F. Emch. 


The annual banquet on Thursday evening with 
E. E. King presiding was a most delightful and 
convivial get-together with music and entertain- 
ment. There was a general feeling at the meet- 


ing that the war effort, instead of diminishing 
attendance, increased it, and instead of slackening 
interest, encouraged it. 
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Available Commodities for Health Services 
Will Be Allocated to Hospitals 


ABRAHAM OSEROFF 


established that essential health services, 

whether they be under governmental or 
voluntary auspices, are to be protected to the full- 
est degree possible in the light of unlimited em- 
phasis upon production for war purposes. In 
essence this means that as long as commodities, 
upon which essential health services are based, 
are reasonably available they will continue to be 
allocated to our hospitals which occupy neces- 
sarily a vital place in the general war effort. This 
does not mean that hospitals will be privileged to 
use priorities as now established to supply needs 
as such needs are understood in normal periods. 
It does mean that hospital purchases will have to 
be streamlined toward minimal requirements for 
maintenance of service. 


U NDER present Federal policy, it is clearly 


Perhaps we can attempt to simplify the com- 
plicated question of priorities by outlining briefly 
the routine under which regulations are now ef- 
fective. You will recall that on January 21, 1942, 
the Office of Production Management (0O.P.M.) 
was absorbed into the War Production Board 
(W.P.B.) under Donald Nelson. Under the War 
Production Board we have the division known as 
Health Supplies Branch of W.P.B. Serving with 
the Health Supplies Branch, a technical council 
has been created to “act in an advisory capacity 
and make recommendations concerning produc- 
tion and distribution of all health items for Army, 
Navy, and civilian needs.” 


The Basic Plan of Operation 


For materials and supplies for other than new 
construction the plan operates generally through 
manufacturers on a basis of their requirements of 
scarce materials rather than through any effort 
to assign priority ratings to individual hospitals. 


The manufacturer of any item on the approved 
Health Supplies list may apply for-an A-10 rat- 
ing which empowers him to obtain from his sup- 
plier the materials needed to manufacture the 
specific items on order. If his supplier, in turn, 
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requires the assistance of the same rating to make 
possible delivery to the manufacturer, the order 
may be extended to this supplier in order to as- 
sure ultimate delivery. An A-10 rating is the 
best rating allocated to other than strictly de- 
fense or war needs. I assume most of you are 
familiar with the Health Supplies list to which I 
have just referred, and which pertains to medical, 
surgical, dental, and veterinary requirements. 
Perhaps it may be best at this point to run 
through this list to assure our familiary with it. 


Acoustical aids 

Anesthesia apparatus and supplies 

Atomizers (medical use only) 

Biologicals, anti-toxins, serums, sterile ampoules and 
intravenous solutions 

Clinical thermometers 

Diagnostic equipment and supplies 

Hospital carts, racks, and charts 

Hypodermic syringes and needles 

Infant incubators 

Instruments 

Invalid chairs, walkers, and crutches - 

Laboratory equipment and supplies . 

Medicinal chemicals (limited to medical use only) 

Operating room supplies and equipment 

Ophthalmic products and instruments 

Physical therapy equipment (limited to medical use 
only) j 

Respirators, resuscitators and iron lungs 

Rubber hospital sundries 

Sick-room furniture, equipment, and supplies 

Splints and fracture equipment 

Sterilizers, blanket, and solution warmers 

Surgical dressings and adhesive plasters 

Surgical and orthopedic appliances (including artificial 
limbs and arms) 

Sutures and suture needles 

X-ray equipment and supplies 


In connection with a list such as this, we must 
all keep in mind that we are fighting a difficult 
war and that means possible changes in plans al- — 
most from day to day.. As a matter of fact a re- 
vised health supplies list is already prepared, but 
not yet finally approved. 
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The War Production Board naturally expects 
those manufacturers who have been securing 
their supplies without undue difficulty to continue 
to operate without recourse to a preference rating. 


After the manufacturer has followed the pro- 
cedure outlined, he may then sell his products to 
the hospitals subject, however, to the regulations 
imposed upon the individual hospitals. 


Priority Regulations as They Affect Purchases 
By Individual Hospitals 


Materials for new construction—Hospitals 
must execute a special application. form (PD-200) 
for materials for new construction. The Health 
Supplies Branch and other divisions of the War 
. Production Board proceed upon a very- thorough 
survey of the proposed construction. “New con- 
struction” is not to be confused with “capital 
equipment” to which I will refer in a moment. 


Current operating needs—Hospitals, clinics, 
and sanatoria have been granted a blanket rating 
of A-10 (under, what is known as, Preference 
Rating Order P-100) for all necessary supplies 
and equipment with the exception of materials 
for new construction. and “capital equipment”— 
but subject to certain restrictions and rules. 


1 Items carried on the hospital’s books as 
“fixed assets” are normally excluded. 


2 Supplies which will not be consumed 
within the ensuing year are normally ex- 
cluded. 


3 Scarce material for which substitutions 
are available are normally excluded. 


4 Excessive supplies: are excluded. The 
Rating Order states that purchases for the 
quarter should not exceed 110 per cent of the 
dollar volume of purchases in the similar 
quarter for 1940, or (at the option of the 
hospital) 2714 per cent of the aggregate dol- 
lar volume of purchases in the calendar year 
1940. 


The hospital must retain, for a period of 
two years, copies of all purchase orders or 
contracts (whether accepted or rejected) 
segregated from all other purchase orders in 
such a manner that they may be readily 
available for inspection or audit by repre- 
sentative of the War Production Board. 


A hospital, in order to apply this blanket A-10 
rating, needs only to endorse the following state- 
ment on its purchase orders: 


“Material for Maintenance, Repair, or Op- 
erating Supplies—Rating A-10 under Pref- 
erence Rating Order P-100 with the terms 
of which I am familiar.” 





May, 1942 


This statement must be manually endorsed by a 
responsible official of the hospital. 


Capital Equipment—“Fixed Assets,” materials 
for expansion or betterment of property or equip- 
ment—A hospital must apply on a special form 
(Pd-1A) directly to Director of Industry Opera- 
tions, Washington, D. C., for a Preference Rat- 
ing. Detailed data pertaining to each item 
and its intended use must be listed on the 
application. form. If approved, the form is re- 
turned to the hospital. The hospital endorses 
the wording of the “Certification” of approval on 
its purchase order to the manufacturer or 
supplier. 


Regulations governing priorities, because so 
tremendously wide a field is covered, are compli- 
cated and in many instances, very confusing. In ap- 
plications for such items as material for new con- 
struction or expansion of hospital facilities in de- 
fense areas, needed equipment in hospital expan- 
sion, renewal of capital items and fixed assets, 
each application must be followed through with 
the respective bureau or bureaus to completion, 
a process which may involve a period of weeks or 
months. As the war goes on, we may achieve a 
clarification of most of the points so that there 
may be a more definite guide for our operations 
in voluntary hospitals. 


New Construction When Vitally Necessary 


We may safely say, however, as arrangements 
now stand and as Government policy now appears, 
that new hospitals vitally necessary can be built, 
and hospital extensions and expansions can be 
assured, where such needs are determined and 
proven to be required against war needs. The 
important thing to keep in mind, while we strug- 
gle with the complexities of these priority regu- 
lations, is that the Government wants not only 
to maintain the national health structure in rea- 
sonably full vigor, but to allow sufficient flexibility 
for expansion with increasing war needs. The 
Lanhan Act has provided what is probably only 
a first step in Federal financing for hospital ex- 
pansion to meet increasing needs in war industry 
areas. While Bureau regulations have delayed 
action upon applications presented by voluntary 
hospitals, it is probably true that a considerable 
part of the delay may be traced to the failure of 
communities to raise promptly portions of funds 
needed for such projects which are only partially 
financed by the Federal Government. 


Price Ceilings 


Of vital concern to all of us in the hospital field 
is the question of price ceilings which have been 
set on a considerable number of commodities up to 
the present time. Price ceiling schedules now 
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cover more than 100 important items. I assume 
that the majority of you are familiar with these 
items which include, among others, formaldehyde, 
alcohol, glycerin, sugar, wool-floor coverings, fuel 
oils, sheets, sheeting and pillow cases, tea, vari- 
ous acids. Of real importance among these to hos- 
pitals are steel lockers and steel furniture, al- 
cohol, surgical alloy steel, rubber bands, stainless 
steel instruments, cotton duck, and sugar. 


In practically all instances up to the present 
time, price ceilings that have been set apply al- 
most altogether to basic commodities. Very few 
apply to goods used in finished form by the hos- 
pitals. It is quite certain that before long the 
Office of Price Administration will find it neces- 
sary to establish price ceilings for consumers’ 
goods and retail markets. When this happens, of 
course, hospitals will be directly affected. 


There has not been established with finality, so 
far as I know at the moment, any definite pro- 
cedure for obtaining items which are to be re- 
tained. Sugar, as all know, appears to be pos- 
sibly the most important commodity thus far 
affected. 


Rubber scarcity raises a critical problem in the 
hospital. In the light of the high occupancy in 
our hospitals, increasing demand for hospitaliza- 
tion due to higher concentrations of employees 
in war industry areas, more adequate resources 
on the part of the employed population, and, espe- 
cially, the influence of nonprofit hospital service 
plans, we may be facing an increasingly serious 
situation under present allotments of rubber 
goods for hospital use. 


Hoarding, of course, has had no little effect on 
the current shortage of supplies in the hands of 
manufacturers and distributors. This is unfortu- 
nate. It is important, nevertheless, that hospital 
needs be properly presented to the Bureaus in 
Washington so that essential rubber supplies for 
such items as sheeting, syringes, ice bags, and 
hot water bottles continue to be available. It 
is possible, of course, that substitutes will be de- 
veloped, that the quantity of rubber in many of 
these products can be reduced and still maintain 
their serviceability. It will be important for the 
hospital field to work in close cooperation with 
the Government in the studies that are being 
made and important, too, that individual hospitals 
do not over-emphasize their needs against the 
general needs of all hospitals as a group. 


Needs for Economy 


Difficult as some of our problems are, perhaps 
it continues to be true that there is no unmiti- 
gated evil! Out of the restrictions and handicaps 
which will necessarily surround our work, we 
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may find greater incentive to stir us on to means 
and methods for economy in hospital practice and 
what is more important, greater emphasis and 
greater and more practical achievement in the 
field of standardization of hospital supplies. The 
American College of Surgeons has done a tre- 
mendous job in the simplification and standard- 
ization of equipment and supplies used in hos- 
pitals. The officials of the War Production Board 
(W.P.B.) are interested in supporting such a pro- 
gram in the hospital field as they are, of course, 
in every field which deals with consumer needs. 
In spite of much accomplishment through commit- 
tees of the American Hospital Association, much 
still remains to be done. It would seem to be true 
that restrictions necessarily imposed upon us, pre- 
sumably for the duration, can and perhaps will 
open the door to greater standardization and pos- 
sible reduction in the many items used in our hos- 
pitals. We may find in many instances that the 
simpler product made, the easier way at lesser 
cost will serve just as well and at times perhaps 
even better. 


Priorities in the hospital field do not necesarily 
mean immediate availability of the materials de- 
sired, nor do they mean in this field, essential as 
it is, any more than in any other field, continua- 
tion of lavish supply and lavish use within the 
hospital under a “business as usual” banner. 


Hospital Service a Basic Necessity 


The Government recognizes, without reserva- 
tion, the fact that hospital service is a basic es- 
sential to the proper prosecution of the war effort. 
Without an effective and functioning health serv- 
ice you have neither a fighting line nor a produc- 
tion line strong enough to do the job which faces 
us. Hospitals and the services which they render 
are undoubtedly cataloged in the front line of 
war effort. 


With this in mind, however, we must realize 
that it is our practical and patriotic duty to util- 
ize the advantages of priorities only as and when 
absolutely necessary. The hectic—almost hys- 
teric, not to say hoarding, buying spree—which 
attacked a number of our hospitals is unforgiv- 
able. No matter how great the disaster, ways 
undoubtedly will be found to provide for our hos- 
pitals the necessary items needed to give mini- 
mum essential service to patients. Buying too 
far beyond needs by any one hospital is short- 
sighted. It cannot help that one hospital greatly 
beyond a limited period. It can do untold harm 
to many other hospitals whose supplies may be 
curtailed and does even greater harm in the dis- 
organization of the machinery for supply through 
manufacturer and middleman to the hospital. 


At the Atlantic City Convention of the Ameri- 
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can Hospital Association a resolution was adopted 
recommending to our hospitals that they analyze 
their needs minutely, make every effort to elim- 
inate lavish use and certainly waste, to maintain 
stores and inventories at the point of actual needs. 
The spirit of this resolution should guide hospital 


buying policies which must be motivated by the 
basic desire to cooperate to the fullest degree with 
the nation’s policy which tends to throw all of 
our resources, no matter in what field, into a 
composite, organized unit for the promotion of 
the war effort. 





Sulfonamides 


The therapeutic value of sulfanilamide was first 
reported some thirty years ago. It is only in the 
last five years that the value of the group of re- 
lated compounds has been generally recognized 
and that the chemists have been developing the 
many variations now a part of the therapeutic 
armamentarium. 


Chemically their characteristic action seems to 
reside in the combination of sulphur with an un- 
satisfied nitrogen amide or imide combined with 
an acid radical. 


Their principle therapeutic characteristics are 
their control of the effects of infection and their 
unusual specificity. 


There seem to be two principal theories of 
their pharmacologic action: One is that by some 
action on the bacteria the drug renders it more 
vulnerable to attack by the natural protective 
agencies of the blood. The other is that they act 
principally by neutralizing the bacterial toxins 
and thus decrease the interference of these toxins 
with the normal protective powers of the body. 
This is confirmed by the observation that in many 
cases the evidences of clinical improvement far 
outstrip the evidences of bactericidal action. 


A remarkable characteristic is the high degree 
of specificity shown by the different members of 
the group toward individual infecting agents. The 
development of the members of the group re- 
volves around the combination of differing acid 
radicals with the characteristic sulphur—unsatis- 
fied nitrogen group. 


Thus sulfadiazine is rated as twice as effective 
against streptococcus hemolyticus as against 
streptococcus viridans, pneumococcus or staphylo- 
coccus, while sulfanilimide is four times as effec- 
tive against penumococcus as is sulfadiazine. And 
sulfathiazole is much more effective against gon- 
ococcus and four times as effective against sta- 
phylococcus as is sulfadiazine. But none are 
effective against non-hemolytic anaerobic strep- 
tococeal infections and but one—sulfaguanidine— 
is rated as effective against any bacillary infec- 
tion, for example, bacillary dysentery. 
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Differences in the solubility of the drugs, in 
their chemical reactions in the tissues, and reten- 
tion and elimination rates vary with the acid 
radicle and affect the method of administration, 
though in almost all- cases oral administration in 
some form is preferred. 


The use of the sulfonamides as a local treat- 
ment for infections has been under trial for some 
time and the accumulation of clinical reports indi- 
cates that this use may be quite as important as 
their use for generalized infections. Manufac- 
turers are already offering at least two of them in 
shaker cans and as a “cream” for this purpose. 


The army is now issuing tablets of sulfathia- 
zole to all combatants to be taken internally when 
wounded and a small packet of the same drug in 
powdered form to be sprinkled on and into the 
wound. 


There is no contraindication to their use ex- 
cept a history of a previous toxic reaction to the 
drug, but a small test dose, and careful daily ob- 
servation during administration are recom- 
mended. 


The untoward effects of the drugs are on the 
nervous system primarily, but liver or kidney 
damage may follow prolonged use. The breadth 
of the zone between optimal and dangerous dosage 
limits varies quite markedly with the different 
drugs and those now under development promise 
to broaden this zone thereby increasing the factor 
of safety in their use. 


The unusual specificity and almost spectac- 
ular action of these drugs puts them in-a 
therapeutic class with arsphenamine and the vac- 
cines. Incidentally this specificity, apparently in- 
herent in the radicle of the compound, may prove 
the key to unlock some of the mysteries of the 
biochemistry of serology. 


In any case the group is so promising that every 
new development must be received with an open 
mind and none condemned without fair clinical 
trial. 









pansion in the existing industrial plants 

in the Niagara frontier area has taken 
place, and new plants for the defense industries 
have been established. Much of the program has 
been in Niagara Falls and the large increase of 
industrial workers has emphasized the need for 
additional accommodations and the supporting 
facilities in the local hospitals. While it has been 
difficult to secure space for additional beds, it has 
been possible to develop the supporting and spe- 
cialized services. 


DD r=nsc the past two years an enormous ex- 


Through the generosity of a friend and aid 
from a special capital fund, the Niagara Falls 
Memorial Hospital has been able to establish a 
new physical therapy department to meet the 
local needs. The construction of new quarters for 
this purpose has proved an interesting develop- 
ment. In order to have the service in the central 
part of the hospital buildings it was necessary 
to “wrap” it around a section of the food service 
building. This was done by extending a corridor 
from a main corridor and placing the department 
beyond the dining rooms as shown on the floor 
plan. This arrangement makes the department 
available from any part of the hospital and con- 
venient for out-patients. 


The building is constructed with brick and glass 
blocks and has a northern exposure. The corridor 
floors are covered with green asphalt tile, the 
walls with green linoleum wainscoting, ivory 
above and neutral acoustical ceilings. The metal 
partitions of the cubicle are finished in ivory and 
the lighting and other fixtures are finished in pol- 
ished and dull chromium. The walls of the hydro- 
therapy rooms are finished with yellow salt glazed 
brick and the floors with small buff ceramic tile. 
The doors have been finished in a natural light 
color and treated to be impervious to moisture. 


Almost all of the furniture is made of alumi- 
num, with walnut finish or satin finish if located 
in the bathrooms. The wooden tables and other 
furniture in the cubicles are also finished in wal- 






52 


A Physical Therapy Unit for an Industrial Area 


P. GODFREY SAVAGE 


The Author 
@ P. Godfrey Savage is Superintendent of 
the Niagara Falls Memorial Hospital, Niag- 
ara Falls, New York. 





nut. The equipment is either ivory or walnut so 
that the whole result is warm and inviting. Pa- 
tients and visitors have been pleased with the 
surroundings and have enjoyed the atmosphere 
resulting from the type of construction and color 
scheme. 


The six cubicles are screened except that one 
has a metal door where the electric surgical ma- 
chine is located. In this area the equipment for 
the various treatments is installed. 


Equipment for Treatments 


Electric surgical unit 

Luxor air-cooled ultraviolet lamp 

Aero Kromayer ultraviolet lamp 

Radia lamp 1000 W (1200 W infra-red unit) 
Air-cooled ultraviolet lamp 

Two radiant lamps (260W) 

Infra-Red lamp (600 W) 

Hand baker (10 lamps) 

Leg baker (16 lamps) 

Paraffin bath in massage table 

Long wave generator 

Short wave generator 

Portable short wave generator in cabinet 
Four pad electrodes with felt spacers 

Two cuff electrodes with felt spacers 

Two induction cables—12 and 14 ft. long 
One vaginal electrode 

One prostatic electrode 

One curved induction drum 

One flat induction drum 

Two air-spaced electrodes 

Chronowave with four electrodes 
Chronaximeter with one handle and one electrode 
Suction-pressure machine with two boots and cuffs 
Rhythmic constrictor machine 


In the plot plan of the department the arrange- 
ment of this equipment is indicated and in the 
cuts, the type of apparatus is shown. 
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In the large tiled room are two small cubicles 
where arm and whirlpool baths are located. A 
constant temperature tub with automatic tem- 
perature control is in the center of the room. 
Here also is the electric cabinet bath, and show- 
ers, controlled with a panel of regulating valves 
for Scotch douches and other effects. 


Adjoining this room is the Vichy bath, or 
marble table over which there is a bar of shower 
outlets. This makes it possible to massage the 
patient under a spray of water with control of 
temperature. Salt rubs and other treatments are 
given at the same time. A small room with an 
irrigation table has been provided and all of these 
rooms are ventilated with strong exhaust fans. 
There is a rest room, dressing booth, work room 
for the technicians, two toilet rooms and an office 
for the physician in charge. 


The cost of the equipment and furnishings was 
about $8000. The building construction cost, pro- 
viding valuable space below, was $25,000. The 
value of the part of the building used for the de- 
partment and the equipment represents an invest- 
ment of $20,000. 


The organization is made up of a medical con- 
sultant and a physician-in-charge, who is on a 
part time basis of service. There are two tech- 
nicians who are on a half day schedule at the pres- 
ent time. This arrangement is quite elastic so 

















Paraffin bath and massage table, ultra violet light equipment 


54 








Whirlpool baths and constant temperature tub 


that with the increase in service, changes may be 
made for new requirements. In establishing this 
new department there was not much knowledge 
of what the demand would be and permanent per- 
sonnel could not be readily secured. 


Since April 1, 1941, when the department was 
opened for use, there has been a gradual increase 
in the number of treatments. In the February 
1942 report, the treatments given from the time 
the department was opened show an interesting 
spread. 


Number of Treatments April 1941-February 1942 
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598 Modality treatments 
279 Patient treatments 
Referred by 24 physicians 


’ Vichy bath and massage table 
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View of treatment cubicles 





Entrance to department used as waiting room 


Inasmuch as many of the local physicians have 
some equipment for physical therapy in their 
offices and find it convenient to give the treat- 
ments there, it was not expected that there would 
be a rapid growth of the department. However, 


of the 85 physicians wno are on the medical staff, 
more than 60 have made use of the service during 
the first year of operation. 


The schedule of rates was established to con- 
form with the local practice and for the year the 
operating income and expenditures have been en- 
couraging. 


Schedule of Rates 








1941 Earnings Expenses 
UMAR, fc cinciiwawadaneedes $ 214.75 $ 357.20 
WOR oc dies eer cia omcanas 301.50 313.13 
GR a ais sain aera Reee yes 467.75 326.26 
WOME Sedscecuacuewes ence 465.00 306.58 
PRE oo cc Secs eta de 342.25 293.00 
OO eee 402.75 301.20 
CACO sas ves ceelucawcs 456.00 302.14 
TIOOGOMBIOES oon s ori vivincwues 359.00 313.75 
PICCGINNGE ois v ev aaesesees 565.50 327.00 
1942 

IMMUN no aca. 5) dole ie eiar as 513.00 325.00 
MONNOMEGO cia Sccdanecnive 609.50 323.50 
NONE tee tama meneeas 446.50 313.68 
TOTAL for one year ..... $5,143.50 $3,802.44 


The interesting part about this installation is 
the character of the building and the pleasing 
effect on patients. Of course, having the latest 
models of equipment is a very favorable feature 
and the wide scope of treatments available offer 
the medical profession a range of results which 
have already been valuable and promising in many 
difficult cases. At this time such a department is 
of particular value in being prepared for the treat- 
ment of injuries that are possible in the expand- 
ing program of the local electrical and chemical 
industries. From this observation and these data, 
other hospitals serving a community of 100,000 to 
150,000 people may wish to consider a similar 
program. 
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Schools Approved for Training of Medical Record Librarians 


The American Association of Medical Record 
Librarians announces that the following schools 
have been approved for the training of Medical 
Record Librarians: 


Duke University School of Medicine and Hos- 
pital, Durham, North Carolina 


Grace Hospital, Detroit, Michigan 


Graduate Hospital, University of Pennsylva- 
nia, Philadelphia, Pennsylvania 


Grant Hospital, Chicago, Illinois 
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Massachusetts General Hospital, Boston, Mas- 
sachusetts 


Rochester General Hospital, Rochester, New 
York 


St. Joseph’s Hospital, Chicago, Illinois 

St. Louis University, St. Louis, Missouri 

St. Mary’s Hospital, Duluth, Minnesota 
Samuel Merritt Hospital, Oakland, California 


Short courses are given at these schools to 
properly qualified record librarians wishing to re- 
view particular branches of record work. 
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Conservation During Wartime 
SISTER M. MICHAELLA 


defense, hospitals are called upon to take no 
small part in its program, in so far as per- 
sonnel, labor, and supplies are concerned. 


S exes conservation is necessary for national 


Nursing Personnel 


At the present time there is an anxiety over 
the pending shortage of registered nurses, and 
hospital administrators are concerned with the 
problem of maintaining a nursing service which 
will give adequate care to patients. 


At St. Joseph’s Infirmary, an attempt is made 
to solve this problem by employing subsidiary 
workers or nurses’ aides. These young women 
are given some formal instruction regarding their 
work and its importance. They perform the non- 
technical duties under the direction of the super- 
visor, thus giving the nurses more time for the 
performance of technical duties for a greater 
number of patients. 


Conservation of Labor 


The conservation of labor during wartime is a 
question which merits serious consideration. The 
constant turnover in personnel due to the war 
creates a real problem. 


Wherever possible we are combining duties 
among our subsidiary workers. By careful plan- 
ning and working out a definite hourly schedule 
we have found it possible in some instances for 
two workers to do the same work that formerly 
required three. Those employees who have work 
that is generally termed “odd jobs” such as col- 
lecting trash, delivering ice, and hauling supplies 
to and from various departments will lose much 
time unless they are given a definite working 
schedule. 


Elimination of Split Hour Schedules 


While eliminating split hour schedules is still in. 
the experimental stage we have found it a satis- 
factory change. We have eliminated split time 
on four of the floors so far and put all maids on 
straight shifts. Those who are now on straight 
shifts show a greater interest in their work and 
have a happier outlook generally. The person 
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who has to return to work after an hour or two 
off duty is never so eager for the task as a person 
who is starting anew for the day. When the 
straight time employee’s work is finished he has 
a feeling of being free until the next day. It 
helps to take the grind out of the work and also 
helps to decrease the “I don’t care” attitude on 
the part of the employee. Less time is taken off 
by the straight time worker because more free 
time is had during the off duty hours to attend 
to outside business. Less time is lost through 
sickness since the straight time worker has more 
leisure to build up resistance through longer rest 
periods. Split hour elimination also works a bene- 
fit for other departments besides those directly 
concerned. It takes a strain off the bookkeeping 
department by making the time cards easier to 
check; and it relieves the cafeteria by lessening 
the number of meals to be served. 


Restriction of Morning Visitors 


The third method we would like to adopt—but 
as yet have done no more than other local hos- 
pitals—is to enforce rules in regard to morning 
visitors. If all visitors could be excluded from 
the hospitals in the morning hours the floor maids 
would be able to enter the rooms much earlier 
and to work without interruption. There would 
be less retracking of dust throughout the hos- 
pital rooms and corridors thereby lightening labor. 

This third method, of course, can only be put 
into effect when all hospitals in the same locality 
agree to the same rules and regulations in regard 
to visitors and adhere to the rules made and en- 
force them. 


Conservation of Supplies 


Since prices have been soaring so high and 
commodities of all kinds have been so difficult to 
procure we have for some months been setting up 
various programs for the conservation of supplies. 


Cooperation of Departments—Before trying to 
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carry out a program of any kind on the conserva- 
tion of supplies no matter in which department, 
the program is first thoroughly explained to all 
department heads, even if it does not affect their 
particular departments, so that they can be per- 
fectly familiar with the plan and give full cooper- 
ation by being able to explain it to others. 


Posters on Conservation—Posters on conserva- 
tion of supplies have been posted in conspicuous 
places. 


Paper Napkins—We find that the dispensing of 
supplies in smaller quantities makes everyone 
more conscious of the fact that we must con- 
serve. For example: formerly we dispensed one 
thousand paper napkins to each department that 
used them. We now give but two hundred fifty. 
The result is that over a period of four months we 
have saved sixteen thousand napkins. Recently 
we posted a sign in the cafeteria allowing only 
one napkin per person. The cooperation has 
been close to one hundred per cent, so from now 
“ on we expect even greater savings. This is only 
an, example of one item, we could give others that 
have worked out just as well, such as soda straws 
and paper towels. 


Sugar—On February 2, we drew up the follow- 
ing program for the conservation of sugar: 


Container with packets of sugar in the 
cafeteria were removed and sugar is given 
only to those who request it. 


Sugar is rationed daily to each diet kitchen 
in proportion to the number of patients 
it serves. 


Desserts that require a quantity of sugar 
are eliminated on some days and other des- 
serts substituted, such as fruit. 


The substitution of other nourishments are 
made for those that require much sugar. 


As a result we have saved twenty-five per 
cent of last year’s usage in February. 


Selective Menu—lIn the dietary department we 
have introduced the selective menu which has 
eliminated much waste of food: 


Breakage—Meetings are held with the person- 
nel regarding breakage, damage, and waste of 
all kinds. The head of our housekeeping depart- 
ment saved all the broken dishes for one week and 
put these on, display at one of the meetings. There 
was a decided change for the better. 


Trash Bins—There can be considerable saving 
by checking up on trash bins. If you have never 
tried this as a part of your conservation program, 
just try it, and it will be a revelation to you when 
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you discover how much money is being burned up 
daily. About four months ago we made one man 
responsible for the collecting of trash throughout 
the hospital. He assorts the trash, packing the 
scrap paper into crates to be sold and burns what 
cannot be utilized in. one way or another. 


Here are some of the items saved from the 
flames within the first two months: towels, wash 
cloths, pillow cases, a surgical dressing pack, 
sutures in tubes, a metal Connel airway, flat sil- 
verware, forceps of various kinds, rubber tubings, 
door stops, ash trays and dishes. In order to cor- 
rect this waste marked articles were returned te 
the supervisor of the department to which the 
articles belonged. She in turn. called the attention 
of the personnel in that department to this care- 
lessness and waste. For the past month we have 
found nothing in the trash bins of any value. 


Surgical Supplies—We have made an appeal to 
the doctors on. our staff through letters on the 
bulletin boards and in the operating rooms asking 
their cooperation in the conservation of surgical 
supplies, especially adhesive, sponges, gauze of all 
kinds and gloves. Wecalled their attention to the 
price rises and enumerated the items that are 
becoming more scarce each day. 


In our central sterilizing department we are 
substituting the 3x3-12 ply all gauze sponge for 
the 4x4-16 ply on many of the trays. Our sur- 
gical department is now considering using 8x4 
cotton filled sponges for wound dressings instead 
of the all guaze sponges made from the No. 10 or 
Brunswick gauze. These sponges are costing us 
approximately two cents each and this does not 
include time or labor. The cotton filled sponges 
will cost less than one cent each. Cotton filled 
sponges 4x4 are taking the place of all gauze 
sponges in the maternity department and on 
many of the trays sent out by the central steriliz- 
ing department. Here again. there is a definite 
saving because the cotton filled sponges are almost 
one dollar less per carton than the gauze sponges. 
All sponges that can possibly be reclaimed are 
reclaimed. 


An incident that took place in one of our sur- 


gical divisions within the past week will illustrate 


better than I can tell you how “conservation 
minded” we are becoming. One of our Sister 
Supervisors was assisting a doctor at an opera- 
tion. Sister handed doctor a length of adhesive 
that he found of unnecessary length for the job 
at hand. “Sister,” said he, “don’t you know there 


is a war?” Sister accepted the admonition with- 


out a word. Five minutes later Doctor was using 
more adhesive than necessary. “Doctor,” said 
Sister, “is the war over?” 
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Meeting the Rising Costs of Hospital Service 


JESSIE J. TURNBULL, D.S.Sc. 


trial in the depression years of the early 

1930’s. Contributions from large donors 
decreased rapidly after 1929. Widespread un- 
employment lessened the patient’s ability to pay 
room and service charges. At the same time, 
there was an increase in the demands for free and 
part-pay service. To meet this emergency situ- 
ation, the voluntary hospitals had to reduce ex- 
penditures to the minimum. They eliminated all 
waste, they put off necessary rehabilitation, and 
yet, in spite of these measures, many hospitals 
were still unable to balance their budgets. 


V czar in tne hospitals experienced a severe 


The situation changed somewhat during the 
late 1930’s, hospital occupancy increased, and so 
did hospital income. As buying power increased, 
it became possible to purchase new hospital equip- 
ment and rehabilitate the old. However, this 
condition did not last long. The wave of inflation 
beginning with the defense program and continu- 
ing in the current war period has once again en- 
dangered the position of the voluntary hospital. 
In fact, the magnitude of our present problem will 
make the past years look like a spending spree. 
Today, the rising costs of hospital service are 
causing tremendous concern. Hospital trustees 
and administrators are speculating on the role of 
the voluntary hospital both in the present war 
period and in the future, post-war period. If the 
private hospital is to survive these crises, it must 
solve its financial problems. It must balance its 
budget. 


Difficulties We Are Facing 


One of the greatest problems hospitals are fac- 
ing today is that of rising prices. The cost of 
equipment has increased considerably and many 
items are prohibitive in price. Material such as 
rubber is not obtainable at any price. Rationing 
of certain items of food is not far distant. The 
prices of provisions and supplies also have gone 
up. The outlook for the future promises little or 
no reduction in these prices. Nor will the cost 
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of our overhead permit any relief. The expenses _ 
of laundries, kitchens, and other service depart- 
ments are not adjustable to the number of pa- 
tients served. These costs will continue, and if 
they change at all, they will probably follow pre- 
vious trends and show an increase. 


We have not yet considered that major item 
which makes up approximately sixty per cent of 
the budget—personnel costs or payroll. Here, too, 
the price trend is upward. Hospitals must com- 
pete with industry in the case of service em- 
ployees, and they must compete with the Army, 
Navy and public agencies in the case of profes- 
sional employees. Because of the current de- 
mand for labor, replacements must usually be 
made at a higher rate of pay. In addition, such 
replacements are generally of a lower quality. In 
brief, hospitals are paying more for poorer 
trained people. They have been able to substitute 
lay people for professionals in some instances, but 
the results show that it requires two lay people 
to do the work of one professional. In examining 
this portion of our budget, therefore, we find that 
personnel costs offer no hope of reduction. 


Ways and Means of Meeting Increased 
Operating Costs 


What, then, are the ways these rising costs 
can be met? The first suggestion we can make is 
to reduce expenses whenever possible. This 
means a critical examination of every expenditure, 
and drastic curtailments of purchases. It will be 
impossible to reduce the quantities.of food, how- 
ever, because hospitals now have more patient- 
days than formerly. -Where they cannot curtail, 
they must try to substitute, as in the case of 
supplies. In other instances, they will be able to 
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change technique. The new and equally safe tech- 
niques will make procedures and operations more 
simple, will require less personnel and will use 
fewer supplies. Cheaper methods of preparing 
drugs in our own hospital will be developed, drugs 
which were formerly bought under trade names. 
If clinical forms of linen, solutions, bulbs and 
other supplies and equipment in daily use are 
standardized, a reduction of expenses will be no- 
ticed. Furthermore, waste must be eliminated 
and conservation practiced more carefully than 
ever before. Those are the steps which can be 
taken to keep down the expenditure side of the 
budget. 


Private Contributions 


Now, we must analyze the hospital income, to 
see if in any way receipts can be increased. The 
first of these is private contributions, endow- 
ments, church donations, and other voluntary 
gifts. The best way to get a community to sup- 
port a hospital is through a sound public rela- 
tions program. This will bring the hospital’s 
needs and problems to the attention of the people, 
who must be made aware of the dangers faced 
by the voluntary hospital now and in the post-war 
years. 


Public Funds 


A second source of income is public funds from 
Federal, state, or local governments. Only a very 
few counties, boroughs, and townships pay for 
hospital service for indigent patients. These gov- 
ernment subsidies must be increased so that they 
will more nearly pay for the service which the 
hospital renders to those unable to pay. 


Income from Patients 


There remains one other source of income, that 
coming from private patients for room, board, and 
extra services, such as anesthesia, drugs, operat- 
ing room charges, and so forth. Hospital trus- 
tees have been reluctant to increase these rates. 
They have the feeling that they were as high 
as they should be. Nevertheless, an increase in 
these rates now seems to be the only way out. 
Rapidly rising costs have made it imperative 
for hospitals to charge more to those who are 


able to pay. It is a measure instituted only be- 
cause of the extreme necessity of the situation. 
At the same time, it is the most certain method 
of raising the hospital’s income.. Many hospitals 
have already undertaken to revise their scale of 
charges, and the plan is being considered by 
others. 


One word of caution is appropriate here. That 
is, any increase in rate structures should be un- 
dertaken jointly by the hospitals,in a single com- 
munity. It should be a cooperative program, and 
could be worked out by the hospital council, in 
cities where one exists, or by agreement of a 
group of hospitals. 


If hospitals can meet this financial emergency 
—and they have met emergencies before—then 
they can prove to their communities the full value 
of a privately supported hospital, and they will 
stand in a stronger position for the days to come. 


In closing, let me quote from a letter which I 
received recently from one of the outstanding Ca- 
nadian members of the American Hospital Asso- 
ciation: 

“You probably read Anthony Eden’s state- 
ment to the British House of Commons on the 
treatment of British Prisoners of War at 
Hong Kong by the Japanese. Half the Cana- 
dian troops in Hong Kong were from this city 
(Winnipeg). We have read of atrocities com- 
mitted on the Poles and only half believed 
them. We have read of atrocities com- 
mitted on the Russians and called them ex- 
aggerations. So with the Chinese, the Dutch, 
the Filipinos. But now it strikes home. 
There is only one thing for each individual to 
do today: to bend every effort toward a war 
to destroy our enemies. There is only one 
thing for hospital meetings to discuss and 
that is how can they curtail unnecessary ex- 
penditures of dollars, goods and personnel 
NOW so that the dollars, goods and men and 
women so saved may be used to crush and 
destroy those enemies NOW. I know that 
through thick and thin we must keep our 
hospitals going, but it is futile to plan for the 
future if there is no future, and there can be 
no future unless we grasp the present.” 





BUY UNITED STATES DEFENSE BONDS 
AND SAVINGS STAMPS 


May, 1942 


! 
















that nothing interferes with the welfare of 

the patient. In war times it is a difficult task 
to maintain our standards of hospital service, and 
it will become increasingly difficult as time goes 
on. It is fortunate for our hospitals and for the 
public that administrators have been and are 
alert to the situation and are doing all in their 
power to maintain, adequate standards of hospital 
service as near as possible to the standards which 
have been developed over many years. 


E IS the duty of hospital administrators to see 


It has not been necessary as yet to lower our 
standards of service to our patients nor will it be 
done until there is no alternative. It has become 
necessary, however, to re-evaluate that word ‘“‘ade- 
quate” in determining these standards. 


Medical Service 


The problem of an adequate hospital staff is 
the one greatest worry for all of us because we 
have already felt the effect of the loss of some of 
our doctors. An army of six to eight million men, 
as is now thought probable by selective service 
authorities, would require approximately 50,000 
medical officers or between one third and one half 
of all the active physicians in the United States. 
Our armed forces require these medical officers 
and we must adjust ourselves to a radical decrease 
in our staffs. There is nothing we can do about 
replacing them but we must hope to get the 
maximum service that can be rendered by the men 
who are to carry on. 


Trained nurses may be used during the emer- 
gency to carry out many of the procedures now 
undertaken by physicians and more technicians 
can be used in our laboratories and in special 
departments to relieve the physician. If, how- 
ever, the patient is to receive our modern scien- 
tific examination, diagnosis, and treatment, a com- 
petent physician must be in charge to direct the 
work and to make a diagnosis, and a skilled sur- 
geon must be at the head of our surgical service. 
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The shortage of physicians in special depart- 
ments such as x-ray and pathology, means that 
there are simply not enough to go around for all 
hospitals and that it will become necessary for 
many of these specialists to divide their time 
between two or more hospitals. 


The smaller number of physicians in civilian 
life will probably mean an increase in the number 
of our hospital patients as these physicians will 
be better able to treat a larger number of their 
patients if they send them to the hospital. 


The Procurement and Assignment Service of 


-the Federal Government will determine the pos- 


sible status of every physician and staff member 
in relation. to military, government, and civilian 
wartime needs, and we should educate the public 
to the fact that the men who remain at home do 
so because they are needed at home. The Gov- 
ernment tells us it is not the intention to disrupt 
permanent hospital staffs to a point where the 
civilian needs will be endangered. Hospital resi- 
dents for the duration, however, will be largely 
a pleasant memory unless some residents are de- 
ferred for personal reasons. 


For the benefit of our armed forces, as well as 


the public and the hospitals, it is to be hoped , 


that the present plan of deferring graduates in 
medicine for an intern year will be continued. 


Nursing Service 


We have lost many nurses to the Red Cross and 
military service and must expect to lose many 
more. This condition follows a previous shortage 
of nurses in many sections of the country and 
makes the problem of primary importance to all 
of us. All hospitals that have nursing schools 
and that could do so, increased their registration 
last fall and will continue to take in larger classes 
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while the emergency lasts.-However, this larger 
number of graduates will not be available for two 
years, unless the course is shortened. 


Practically all hospitals have added nurse aides 
to their personnel and these young women have 
enabled us to give an equal standard of nursing 
care with a smaller number of nurses. Where the 
nurse aides are employed, the work of the grad- 
uate nurses and student nurses can be confined 
mainly to definite nursing procedures. 


There is a bright spot ahead for our hospitals 
in a potential army of older nurses who are being 
prepared by means of refresher courses. These 
fine women, most of whom are married, will be 
ready to help if the hospitals need them. The Red 
Cross Nurse Aide course is likewise providing a 
large number of aides who will be equipped to be 
of great help to our hospitals in time of emer- 
gency. 


The United States Government has foreseen 
the need for more nurses and has provided help 
to many of our hospitals that maintain schools of 
nursing, enabling them to increase the number of 
their students and also to provide postgraduate 
teaching in some specialties where graduate 
nurses are badly needed. 


Trained Hospital Personnel 


The depletion of our staff of doctors is our 
biggest worry but the turnover in the hospital 
personnel is our biggest headache. We have 
not been able to pay the wages industry offered in 
the past, and certainly are in no position to in- 
crease our rates to match existing offers from 
industrial plants. We have nevertheless made 
substantial increases in wages which have been 
warranted by the ever increasing cycle of living 
costs. These increases have not prevented the 
loss of many valued employees, necessitating the 
training of persons not always well fitted for the 
positions to be filled, and complicating our efforts 
to maintain our standards of service. 


Hospitals have been criticized because they 
have allowed a number of older employees to stay 
on when it would often appear they had passed 
their usefulness and were a hazard from the 
standpoint of compensation insurance. The rea- 
son for this has been that hospitals have not been 
able to provide pensions for their employees and 
have not had the heart to dispense with their 
services. Even now hospital employees, unfortu- 
nately, are not protected under the terms of the 
present Social Security Act. Perhaps what ap- 
peared to be a mistake in continuing to employ 
many of these older people, will be a blessing. 
T.ey remain faithful to their tasks and although 
not able to carry on all the work they formerly 
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performed, they are a great help in this time of 
shortage of employees. 


Equipment and Supplies 


Our best efforts should be put forth to conserve 
the equipment we now have. We will be unable 
to duplicate much of it when it ceases to function 
and we must take every means to lengthen its 
life. This applies to typewriters and business 
machines as well as to surgical equipment. 


Many of the changes which are taking place in . 
the care of the patient and which have been 
brought about by the ingenuity of doctors and 
nurses, are better than our former methods. This 
same American ingenuity will enable us to sub- 
stitute in some cases when we are unable to pro- 
cure equipment to replace what we have had. 
There are a certain number of procedures that 
are not essential to maintenance of good stand- 
ards and may be eliminated. 


Many drugs and other supplies can be stand- 
ardized to advantage. Take for example the 
multiplicity of surgical dressings—Doctor Mac- 
Eachern found a few years ago there were over 
5000 different types of dressings in the United 
States and these have been reduced to 21. Still 
further simplification and standardization of ma- 
terials, sizes, shapes, etc., will eliminate waste 
and much good will result. Scarcity of many 
articles which hospitals use has led to ordering 
of larger stocks than ordinarily carried. Almost 
all of these items have already advanced in price 
and the stocks we now have should be used with 
discretion because it is not only necessary to care 
for our patients adequately, but it is our duty to 
care for them at the lowest possible cost. <A cer- 
tain number of items are going to be difficult or 
impossible to purchase. This applies to rubber 
and it behooves us to take particular care in the 
use of all articles made of rubber. Scarcities in 
other lines are developing daily and it will be 
necessary for us to meet the new conditions as 
they arise. 

In Conclusion 


Let us not overlook the value of frequent con- 
ferences, not only with department heads, but 
with groups of employees. We and they are all 
working under a strain and if our faithful workers 
understand our problems better, they will be will- 
ing to do more than their part in contributing to 
the essential service we wish to give our patients. 
It requires a careful understanding on the part 
of the worker to enlist him in the program to 
eliminate waste which we have undertaken and 
must continue. If we can do this we will put first 
things first, we will build high morale and we will 
serve all the essential needs of our patients under 
a wartime economy. 












What Is Happening in Air Conditioning? 





W. CORNELL APPLETON 


that there are many things we can do with- 

out. It is perhaps a good time for those re- 
sponsible for the planning of hospitals to re-orient 
themselves. We may have been doing many 
things which should have been left undone or done 
better. 


The possibilities of air conditioning in hospitals 
have stirred the imagination to such a degree that 
many have come to believe it is only necessary 
to have an air-conditioned hospital in order to 
keep the entire personnel perfectly comfortable 
and happy, the patients contented and recovering 
at an accelerated rate, and a list of applicants for 
admission comparable to the table reservations 
at a popular air-conditioned night club. 


Te exigencies of war are quickly teaching us 


What Is Meant by Air Conditioning? 


Air conditioning means little or much to us, de- 
pending upon how scientifically we apply it to each 
special problem. 


The combined kitchen and living room of the 
country farmhouse was air-conditioned in winter 
by air leakage and the kettle steaming constantly 
on the stove. It was crude, but much more effec- 
tive than many of our modern hospital installa- 
tions. 


We have seen operating rooms which were ade- 
quately protected against explosion hazard by 
steam leakage from sterilizing equipment and we 
have also seen many others equipped with spe- 
cially designed units which could not possibly 
furnish the desired protection. 


The intelligent use of air conditioning appara- 
tus involves three steps: 


1 Definite determination of required results 


2 Suitable design of apparatus to accomplish 
the results automatically 


3 Scientific tests to prove that the results are 
being obtained 
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While it may be possible for some trustees or 
administrators to predetermine the first requisite, 
they are helpless with respect to the other two 
important steps. For these they must depend 
upon the architect, and the effective functioning 
of the apparatus will be determined by his experi- 
ence and skill. However, it will still remain the 
responsibility of the trustees or administrators, 
or both, to be satisfied by visual and written evi- 
dence that the desired results are being obtained. 


The hospital dollar has already been stretched 
to its elastic limit. It must, therefore, be proved 
beyond a reasonable doubt that air conditioning 
is essential for either its comfort or therapeutic 
value, before we are justified in allocating to it a 
sizeable fraction of this dollar. 


Where Is Air Conditioning an Essential 
Requirement? 


To answer the question as to whether air condi- 
tioning is an essential requirement we must start 
with an assumption. It will be evident that an 
identical answer cannot be given for the hospital 
in Florida and the one in Maine because of climatic 
difference. Each problem must be solved with the 
factors as they exist, but we can make a general 
assumption which will be fairly accurate for the 
eastern half of the country. 


In hospital planning we divide the area roughly 
into two classifications depending upon its use for 
either patients or staff, the latter being considered 
in its broadest application to cover the entire per- 
sonnel. 

Air Conditioning for Patients 


We shall understand air conditioning for pa- 
tients to include de-humidification in summer and 
humidification in winter. 
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In the assumed location of our hypothetical 
case, there will be few days in summer when 
excessive humidity and high temperature combine 
to produce a depressing effect upon the lightly 
clad hospital patient. When this condition oc- 
curs, it can be combatted quite successfully by 
creating a movement of air with electric fans— 
outlets for which are always provided in a well 
planned building. 


Winter humidification involves closed windows 
and either double glazing or double sashes in order 
to prevent frosting on the glass. 


This introduces a psychological factor which 
has received little attention. Nature has given to 
the air of each season of the year a quality and 
fragrance peculiar to that season. The convales- 
cent patient is especially sensitive to these char- 
acteristics, and the mental attitude, so important 
in hastening recovery, often is favorably stimu- 
lated by the air from an open window. No patient 
in an air-conditioned room has ever been heard to 
exclaim, “That air smells good!” 


We believe that air conditioning for patients’ 
rooms or wards in a general hospital is of little or 
no value and certainly does not justify the cost 
involved for installation and maintenance. We do 
advocate its use in certain special rooms such as 
labor rooms, anesthesia rooms and nurseries. In 
some buildings it may be desirable also to install 
units for certain other rooms such as terminal 
rooms or rooms for respiratory diseases. 


Operating Rooms and Delivery Rooms 


Operating rooms and delivery rooms are in a 
class by themselves and must have an air condi- 
tioning system so designed as to maintain tem- 
perature and relative humidity accurately and 
automatically at any desired level at all seasons 
of the year. 


If this were all that is necessary in such rooms, 
the problem would be relatively simple; but other 
factors are involved: 


The conditioned air must be introduced at 
a location in the room from which it can be 
distributed uniformly and noiselessly. The 
intake and the outflow, through the vent sys- 
tem, must be so balanced that the room will 
be under slight pressure to prevent suction 
of air from the corridor and at the same time 
confine the odor of anesthetics within the 
room. The volume of conditioned air should 
be sufficient to provide fifteen to twenty com- 
plete air changes per hour, and the velocity 
must be so controlled that there will be no 
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perceptible air movement in any part of the 
room. 


We have seen units in operating rooms, which 
the trustees and administrator doubtless believe 
are producing the results outlined above, but 
which cannot possibly so function. Many units 
have been placed under windows in operating 
rooms, which if operated to meet the minimum 
requirements, would produce an air movement at 
the operating table which could not be tolerated. 


We wish to repeat again that we cannot urge 
too strongly the necessity for not only proper 
design but also adequate scientific tests to prove 
that any air conditioning system in a room where 
anesthetics are used will function automatically 
at all times in such a manner as to minimize the 
explosion hazard. 


Can an Effective System as Described Be 
Adopted to Existing Buildings? 


An effective system as described can be adapted 
to existing buildings, especially where operating 
rooms are located in the top story with an attic 
or roof space above. Each case is a special prob- 
lem but it is usually possible to design units which 
will be both simple and inexpensive and which 
will require little care other than oiling and clean- 


~ ing and the periodic changing of filters. 


It should be remembered, however, that cold 
exterior walls or attic spaces produce a tempera- 
ture differential sufficient to cause condensation 
in a room with sixty per cent relative humidity. 
This must be controlled, especially on ceilings, be- 
cause of the possibility of dripping from either 
the ceiling or the lighting fixtures. 


It will be noted that we have made no mention 


‘of staff. We believe that there is slight need for 


air conditioning in rooms used exclusively by per- 
sonnel, except possibly in dining rooms. Sur- 
geons’ rest rooms, even without air conditioning, 
will always feel cool and comfortable in compari- 
son with operating rooms. Adequate ventilation 
will be sufficient for all rooms not specifically 
mentioned. 


We are making here no attempt to discourage 
the use of air conditioning. Its contribution to 
the progress in hospital design is well recognized 
and needs no defense. 


Our plea is for its more intelligent use, to the 
end that both hospitals and the air conditioning 
industry may derive the greatest benefits. It is 
only by so doing that we can avoid bringing dis- 
credit on those responsible for the planning of 
our hospital buildings. 
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Hospitals and Federal Tax 
Regulations 


Charitable and educational institutions, includ- 
ing nonprofit hospitals, have been exempted and 
are still exempt from Federal taxes. This ex- 
emption was established under Section 101, para- 
graph 6, of the Internal Revenue Code. 


The Treasury Department, under its decision 
of March 5, 1942, amended the rule by requiring 
that charitable and educational institutions claim- 
ing exemption under the Section 101, Paragraph 
6, shall file such claim on Form 1023, and shall 
at the same time file Form 990, “which is a re- 
turn of information relative to the business of 
the organization for the past year.” This form 
shall be filed with the Collector of Internal Reve- 
nue for the District in which the organization is 
located before May 15, 1942, and shall cover the 
year 1941. 


The purpose of these returns is obvious. The 
Treasury Department insists that a charitable 
corporation is not exempt “merely because it is 
not organized and operated for profit.” It inti- 
mates that a charitable organization must be 
charitable in performance as well as in name and 
purpose. 


In the hearing before the Ways and Means 
Committee, the representatives of the Treasury 
Department stated, among other arguments, that 
many charitable organizations engaged in non- 
charitable business enterprises with resulting 
profit, and they also derived income from real es- 
tate and other property not used for charitable 
purposes, so they should be subject to Federal 
Income Taxes. 
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This rule, if applied, is of serious import to our 
voluntary nonprofit hospitals. Few if any of them 
show a gross income greater than their disburse- 
ments. Their annual operating costs are invari- 
ably in excess of their operating income. They 
could not long exist, unsupported by the philan- 
thropy of their communities or the benefactions 
of their friends. 


To impose Federal taxes upon the hospital in- 
come derived from other than operating sources 
would be confiscatory in many instances. It is 
easily conceivable that these taxes, if excessive, 
would force many voluntary institutions to close 
their doors. All of the income of voluntary hos- 
pitals is expended in extension and improvement 
of facilities for the care of the sick, for research 
and education. 


Each week hospitals return more in material 
wealth to their communities in the maintenance 
of the health, in saving hospital costs to the mid- 
dle class, in providing hospital care for the needy, 
and in a hundred other ways, than the total of 
the taxes would amount to in many years. 


Hospitals that have not already done so should 
file their claim for exemption on Treasury Form 
1903. They should make their return on Form 
990 before May 15, and regularly each year there- 
after as long as required. 


We are encouraged in the hope that the Fed- 
eral Government will maintain its traditional pol- 
icy of exemption of taxes for charitable and edu- 
cational institutions, and that the regulation is 
intended as a check only and that only in those 
occasional instances, where the hospital has lost 
sight of its charitable purpose, will the Federal 
Government impose taxation. 

















The Services of Supply 


The Services of Supply is the most important 
branch of our army. When it breaks down or 
becomes exhausted, our armed forces, brave and 
courageous as they are, are doomed to defeat. 
Bataan peninsula was not lost because our sol- 
diers failed in their fighting but because the Serv- 
ices of Supply could not function. 


The probable strength of our armed forces is 
seven million men. Three times that number are 
at present engaged in our war plants, producing 
materials for the Services of Supply. They are the 
first units of that long line from the civilian to 
the soldier on the battle fronts, working and 
fighting to insure our victory. They constitute 
a force so important that without them and what 
they produce no army could long exist. 


The hospitals and the medical profession have 
been charged with the responsibility of maintain- 
ing the health of our civilian population and pro- 
tecting the workers and their families from the 
invasion of disease, which incidentally has de- 
stroyed more armies and caused the defeat of 
more countries than all other factors combined. 


To discharge their responsibilities to the civil 
population, the civilian Services of Supply must 
be maintained efficiently and uninterruptedly. 
While many substitutes may be made for some 
staple articles, those supplies and the needed 
equipment, even when made of critical materials, 
must be supplied them. 


The substitution of hazardous plumbing equip- 
ment will undoubtedly cause the incidence and 
spread of water-borne disease. The lack of gloves 
of proper kind may cause infection and hasten 
its spread in surgical wards. The denial of drugs 
and pharmaceuticals recognized as useful, often 
as specific, in the treatment of disease, will not 
only cause loss of life but will result in the spread 
of disease to innocent victims. 


Hospitals and the medical profession are in full 
sympathy with every program that has for its 
purpose the economical use of all critical mate- 
rials and with these programs they will cooperate 
willingly. 


But human life and the nation’s health is as 
essential to success as anything can be. To con- 
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serve and maintain them, supplies and equipment, 
drugs and pharmaceuticals in needed quantities 
must be available. 


Our hospitals have had small cause for com- 
plaint up to the present time, but as the war pro- 
gresses the Services of Supply may be difficult to 
maintain. We are asking that the proper au- 
thorities define needed articles more definitely; 
that they come to the full realization of the im- 
portance of the nation’s health and its effect on 
war production; that hospitals and the medical 
profession be given priorities for needed supplies, 
equally useful to the priorities granted the lend- 
lease beneficiaries, and in special instances, as 
those granted our armed forces. 


a 
. 


Government Assistance for Students 
in Medicine 

The accelerated program of the colleges of 

medicine presents one major difficulty which may 


‘defeat the aims of the colleges in producing more 


qualified physicians in the shortest possible time 
consistent with approved educational procedure. 


It is a recognized fact that a great many med- 
ical students are financing, wholly or in part, 
their medical education. It has been their cus- 
tom to seek gainful employment during the va- 
cation months and save as much of their earnings 
as possible to pay their way through the next 
college year. This is particularly true of students 
in the medical colleges of the South and Middle 
West. 


At least one university college of medicine, 
while in complete sympathy with the accelerated 
program, finds it impossible to enter into it for 
just this reason. Practically all of its students 
are financially unable to finance their medical ed- 
ucation for three years uninterrupted by periods 
between terms, during which time they can work 
and save for their next school year. 


Under the accelerated program, medical stu- 
dents would find it necessary to leave college for 
a year and go to work, thus interrupting their 
medical course, with all the disadvantages that 
would follow such action, and at the same time 
delaying by a year or more their graduation in 
medicine. 
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The situation, as far as the number of medical 
students whose education would be interrupted 
for these causes, is so serious that the Federal 
Government and the colleges must give sober 
thought to the ultimate results of the accelerated 
program. It is easily possible that the number 
of medical graduates may be decreased rather 
than greatly increased if financial assistance to 
continue their medical education under the pro- 
gram is not provided in some measure and 
through some stable source. 


The Federal and State governments might well 
arrange to assist these needy students to com- 
plete their medical education through grants or 
loans. Practically all of them are being educated 
and trained to fit them for service with the armed 
forces. Certainly, every one of them will be 
needed as soon as his training is accomplished. 


Government assistance to students in the pro- 
fessional schools is not a new theory or practice. 
The countries of Latin-America have long main- 
tained a system of granting “Becas”—financial 
assistance—to students in universities. The 
United States Government made some similar ar- 
rangement during World War I to enable stu- 
dents to continue their education. 


No better use could be made of Federal and 
State funds, in view of the present and future 
needs for medical officers in the military and 
naval forces, than to appropriate funds through 
grants or loans to enable needy medical students 
to complete their education. 


—— 


Hospital Service in 1941 


The American Medical Association, through its 
Council on Medical Education and Hospitals, has 
rendered a notable service in compiling and pub- 
lishing its 1942 survey of hospital service in the 
United States. 


Its census shows that there are a total of 6358 
hospitals registered, of which 1049 are approved 
for interns, residencies, and fellowships. These 
hospitals have a total of 1,384,381 beds and 
66,163 bassinets, and in 1941 admitted 11,596,188 
patients. 


During the year, 95 new institutions were 
opened, 55 were under construction, and 108 were 
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planned and their construction pending. There 
was an increase of 98,136 beds over 1940, of which 
91,822 were in governmental hospitals and 6314 
in nongovernmental institutions. Of the 91,822 
increased beds in governmental hospitals, 70,274 
were in federally owned institutions, presumably 
largely military and naval, and 28,241 in state 
hospitals, largely for the mentally ill. There is 
a reported decrease of 6693 beds in hospitals 
owned by city, county, or city-county political di- 
visions. And this despite the fact that some hos- 
pitals formerly nongovernmental have changed 
their legal status to governmental in order to 
qualify for governmental aid. There is an in- 
crease of 71,158 or 15.4 per cent in general hos- 
pitals, again presumably largely military and 
naval, and an increase of 16,800 beds in mental 
hospitals. 


It is significant that, despite the increased 
number of admissions during the year, the aver- 
age occupancy rate in general hospitals declined 
from 70.3 per cent in 1940 to 68.2 per cent in 1941. 
This was partly due to a somewhat shorter stay of 
patients and partly to the fact that the provision 
of new facilities appear to have outstripped the 
immediate demand. This is further reflected in 
the fact that there was an increase in the aver- 
age number of idle beds in general hospitals from 
137,000 in 1940 to 169,884 in 1941. 


The increasing demand for maternity facilities 
is indicated by the increase of births in hospitals 
of 190,448 in 1941 over 1940 and of 114,779 in 
1940 over 1939. 


In 1940 fifty-two per cent of all births in the 
United States occurred in hospitals, and the 
1,404,940 occurring in hospitals in 1941 are prob- 
ably well over the previous year’s percentage. 


A new and interesting analysis shows by states 
that of the 11,596,188 patients admitted to all 
hospitals, 5,201,650 were operated upon, 510,158 
died and 125,640 were autopsied. 


From 1909 including 1941, a period of thirty- 
two years, the number of hospitals has increased 
from 4359 to 6358, approximately 2000, while the 
bed capacities increased from 421,065 to 1,384,381, 
or 328 per cent for the same period. 


The 2910 nonprofit institutions with bed ca- 
pacities totaling 305,471 cared for 6,892,735 of 
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the 11,596,188 patients admitted to all hospitals 
in 1941, a trifle more than 50 per cent. The av- 
erage census of the hospitals for 1941 was 222,667 
against 210,764 for 1940. 


Quoting from the hospital service report, 


“The average stay of patients in general 
hospitals has been reduced from 14 days in 
1935 to 12 days in 1941. For all the 10,646,947 
patients in general hospitals in 1941, the ag- 
gregate saving was 58,339 years. Figuring 
this saving at $4 per day, the cost of each 
‘patient admitted, or $8 less for two days than 
the cost in 1935, the equivalent of a saving 
of $85,175,576 in hospitalization costs.” 


It is interesting to note that in the profes- 
sional categories, the 6358 hospitals have 93,977 
pupil nurses in training in 1448 schools, and em- 
ploy 112,842 graduate nurses, in addition to 
137,171 subsidiary nursing personnel, practical 
nurses, attendants and orderlies. Of these 95,002 
are classified as attendants and presumably this 
group is largely employed in mental hospitals, 
while 42,169 classified as practical nurses or or- 
derlies are largely subsidiary workers in general 
hospitals. 


The value of this census of hospital service in 
this country has long been recognized by physi- 
cians and hospitals, as well as that large group 
of lay people interested in the work our hospitals 
are doing. The meticulous care with which the 
American Medical Association assembles and ana- 
lyzes the statistics makes this annual report de- 
pendable and authoritative. 


— ie 


Salvaging in Hospitals 
During these times when all staple supplies are 
becoming scarce, hospitals will contribute mate- 
rially to the relief of the scarcity by taking an 
inventory of their attics, storerooms, and other 
places where obsolete or damaged supplies are 
stored. 


It is increasingly important that hospitals sal- 
vage waste metals, ferrous and nonferrous, brass, 





possible use that can be made of it is to dispose 









copper, alloy, aluminum, white metal, lead, tin, 
and zinc. Every hospital has varying amounts 
of this sort of material which should be scrapped 
and salvaged for war uses. Old iron and steel, 
unused and practically useless, will be found in 
considerable quantity in every hospital. The best 


of it for our war needs. 


Rubber is one of the most critical materials at 
the present time. Damaged articles of rubber, 
gloves, ice and water bags, hose, fountain syr- 
inges, catheters, rubber sheeting and old tubing 
should be repaired if possible or carefully sal- 
vaged for reprocessing. Each hospital will find it 
has sizeable quantities of old rubber. 


Worn-out woolen blankets and rugs and car- 
pets with high wool content should be salvaged. 
Feathers, if originally of good quality, should be 
recovered, cleaned, and used again. Old rags and 
paper should be saved and sold to dealers. All of 
this salvage will help to relieve a shortage which 
is becoming more acute. 


Nothing useful should be destroyed. When it 
is beyond repair, it should be salvaged. Nothing 
should be wasted. Wherever possible all articles ' 
should be patched or mended and made to serve 
as long as possible. In the aggregate, a large 
quantity of critical materials will be salvaged in 
our hospitals. We should cooperate cheerfully 
and continuously with the nation-wide “Salvage 
for Victory” program. 


The Bureau of Industrial Conservation has es- 
tablished Salvage Committees in all communities. 
The complete organization, nation-wide in scope, 
will be in operation by May 1. 


Hospitals will find it increasingly difficult to 
secure desired quantities of some supplies manu- 
factured of critical materials. They will make an 
important contribution in their own as well as 
in the national interest if they will salvage all 
worn-out, out-moded or damaged-beyond-repair 
supplies, and conserve in every possible way the 
supplies they now possess. 
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Present Status of Hospitals Under Social Security 
and Unemployment Insurance Acts 


HOWARD BURRELL 


ments of vital concern to the nonprofit hos- 

pitals of California in so far as their status 
under the exempting provisions of the Society 
Security Act and the California Unemployment 
Insurance Act is concerned. 


Toe past year has experienced many develop- 


During this period the controversy between 
them and the taxing authorities has come out in 
the open and the lines of battle have been estab- 
lished. These hospitals have now learned who are 
their friends, allies, and enemies and before an- 
other year has passed they will have answers to 
the perplexing problems that now confront them. 


The importance of the problem cannot be over- 
looked. The loss of their exempt status under the 
California Unemployment Insurance Act alone will 
cost the nonprofit hospitals in this state well in 
excess of $500,000 a year. The loss of such ex- 
empt status would probably result in the loss of 
exemption under the Social Security Act and the 
Federal and State income tax laws, and this would 
cost the nonprofit hospitals several times the 
amount of $500,000 per year. But this is not all 
of the cost. The removal of a tax exempt status 
would materially deter donors considering the 
making of gifts and endowments, for many would 
be financially unable or at least unwilling to make 
gifts and endowments to institutions not having a 
tax exemption. It therefore follows that the 
issues under discussion involve the very existence 
of charitable hospitals and that an adverse deter- 
mination would result in the closing of the doors 
of institutions essential to the health and welfare 
of their communities. 


A brief history of the procedure followed by the 
California Unemployment Commission is helpful 
in understanding the present situation and the 
presentation thereof will be attempted. 


The California Employment Commission origi- 
nally commenced its attack upon the nonprofit 
charitable hospital by removing the exemption of 
certain individual hospitals under the California 
Unemployment Insurance Act who, for one reason 
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or another, were peculiarly and particularly vul- 
nerable. From this rather modest beginning the 
Commission has proceeded to expand its attack 
until recently it has been revoking the exemptions 
previously enjoyed by nonprofit charitable hos- 
pitals in wholesale quantities and there has ap- 
peared every indication that unless stopped by 
legal action the Commission will, with only a few 
minor exceptions, revoke the exemptions of all 
nonprofit charitable hospitals operating in this 
state. 


The Case of the French Hospital 


Early in the year 1939 the Commissioner of 
Internal Revenue revoked the exemption of the 
French Hospital, in San Francisco, under the Fed- 
eral Social Security Act and this was followed 
shortly thereafter by the revocation by the Cali- 
fornia Employment Commission of the exemption 
of that hospital under Section 7(g) of the Cali- 
fornia Unemployment Insurance Act. The Com- 
mission demanded from the hospital not only 
contributions from the time of revocation but for 
the entire period subsequent to the first day of 
January 1936, in spite of the fact that for two 
years during said period the hospital had been 
operating under a purported exemption granted 
by the Commission. The Commission in its de- 
mand required that the hospital not only pay for 
the period the contributions required of an em- 
ployer but also an amount representing employee 
contributions. 


The French Hospital furnishes its services upon 
a membership basis. Each member pays a month- 
ly fee in return for hospitalization when needed. 
The hospital does a considerable amount of chari- 
table work among its own members but all per- 
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sons not members are required to pay in full for 
their hospitalization. The Commission contends 


that because of the fact that non-members pay in - 


full for their hospitalization and because such sum 
is- slightly in excess of the cost of servicing such 
non-members that the members themselves there- 
by receive a distribution of profits through re- 
duced rates to them. In the aforementioned 
respects, particularly that of the membership 
feature, the organization and operation of the 
French Hospital is distinguishable from that of 
most nonprofit charitable hospitals in this state. 


The French Hospital, upon receiving the above 
demand for unemployment taxes, paid the same 
and immediately sued for a recovery thereof and 
since that time it has been paying unemployment 
taxes each quarter and thereafter filing a new 
suit to recover them. The first case for the re- 
covery of taxes paid by the French Hospital is 
now before the Supreme Court of the State of 
California on an appeal taken by the hospital from 
an adverse decision in the Superior Court of the 
City and County of San Francisco rendered in 
favor of the California Employment Commission. 
The decision of the Supreme Court in the case, in 
spite of the distinctions between the organization 
and operation of the French Hospital and the 
organization and operation of other nonprofit hos- 
pitals, may be of vital importance to all nonprofit 
hospitals because of two issues raised therein. 
These issues are first, whether or not a nonprofit 
hospital is by its very nature a charitable institu- 
tion, and second, whether or not the language of 
Section 7(g) of the California Unemployment In- 
surance Act should be interpreted in accordance 
with the interpretations thereof made by the Fed- 
eral authorities at the time of its adoption. 


First Issue 


The first issue raises the question as to what 
is the proper determining factor in arriving at a 
decision as to whether the hospital is or is not a 
charitable institution. The Commission has sug- 
gested the proper determining factor is the per- 
centage of charitable work that the hospital per- 
forms and has arbitrarily ruled that more than 
50 per cent of the services rendered by the hos- 
pital must be of a charitable nature to entitle it to 
exemption. It is the contention of the French 
Hospital that a hospital is a charitable institution 
within the meaning of the California Unemploy- 
ment Insurance Act regardless of the percentage 
of charity done so long as the earnings thereof 
do not inure to the benefit of any private individ- 
ual and are devoted in their entirety to charitable 
purposes. It is obvious that very few nonprofit 
hospitals would qualify for exemption under the 
test prescribed by the California Employment 
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Commission and that substantially all thereof 
would qualify under the rule contended for in the 
French Hospital case. 


Second Issue 


The second issue in the French Hospital case 
presents the question as to whether the wording 
of Section 7(g) of the California Unemployment 
Insurance Act should be interpreted as it had been 
interpreted by the Federal authorities at the time 
of its adoption by the California Legislature or 
interpreted in accordance with rules of interpreta- 
tion established by the California Employment 
Commission without regard to the previously 
existing interpretation. For many years prior 
to the passage of the California Unemployment 
Insurance Act the Federal revenue laws had 
exempted 

“corporations and any community chest, fund 

or foundation organized and operated exclu- 

sively for religious, charitable, scientific, 
literary or educational purposes or for the 
prevention of cruelty to children or animals, 
no part of the net earnings of which inure to 
the benefit of any private shareholder or in- 
dividual and no substantial part of the 
activities of which is carrying on propaganda 
or otherwise attempting to influence legisla- 
tion,” > 
and the Internal Revenue Bureau had uniformly 
construed this phrase to exempt hospitals not 
operated for profit. During the drafting of the 
Social Security Act and at the time it was passed 
by the United States Senate the same contained 
a specific provision exempting institutions organ- 
ized and operated exclusively for hospital pur- 
poses, no part of the net earnings of which inured 
to the benefit of any private shareholders or 
individuals. 


During the consideration of the bill by the 
Joint Conference Committee of the House of Rep- 
resentatives and the Senate it was agreed and so 
stated in the Committee’s report that because of 
the fact that nonprofit hospitals were held to be 
exempt under the wording of the exemption used 
in the revenue laws their specific inclusion in the 
Senate Bill would be surplusage and the Commit- 
tee, therefore, eliminated the specific reference to 
hospitals and the Social Security Act was adopted 
with the identical language contained therein as 
had been contained in the Federal Revenue Acts. 
Thereafter, the California Legislature adopted the 
California Unemployment Insurance Act and 
placed therein the identical exemption language 
contained in the Social Security Act and the Fed- 
eral Revenue laws. 


Following the passage of the Social Security 
Act and the various state unemployment insur- 
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ance acts which were an integral part of the 
national social security system, nonprofit hos- 
pitals were almost universally held to be exempt 
under the terms of both Acts by the authorities 
engaged in the administration thereof. These 
exemptions were usually granted first by the Fed- 
eral authorities upon the filing of certain forms 
and the proof of the nonprofit character of the 
hospital and thereafter by the State authorities 
who followed, universally, the ruling of the Fed- 
eral autnorities. It is sincerely believed that the 
historical background surrounding the enactment 
of the Social Security Act and the California Un- 
employment Insurance Act should bear heavily in 
favor of the cause of the nonprofit hospitals, and 
particularly in their contention that the language 
contained in the State unemployment act should 
be interpreted in the light of the interpretations 
of the same language by the Federal authorities 
at the time of the adoption of the State act. 


The Board of Trustees of Association of Cali- 
fornia Hospitals recently authorized its counsel to 
appear in the French Hospital case before the 
Supreme Court of the State of California on be- 
half of the Association as amicus curiae for the 
sole purpose of preparing briefs and presenting 
argument on the two issues hereinbefore men- 
tioned. The purpose of this is to avoid as far as 
possible adverse rulings by the Supreme Court on 
said two issues that would be detrimental to other 
nonprofit charitable hospitals in future cases in- 
volving their status under the California Un- 
employment Insurance Act. It is quite possible 
that the Supreme Court may rule adversely to the 

.contentions of French Hospital as a result of the 

peculiar facts involved in its organization and 
operation or as a result of two previous decisions 
of the Supreme Court, one involving a will contest 
and the other involving an action for damages 
for negligence in which this hospital and the 
French Hospital, in Los Angeles, a similar institu- 
tion, were declared not to be charitable hospitals, 
without affecting by its decision the status of 
other nonprofit charitable hospitals throughout 
the state, and it may be well to warn those in 
attendance that they should not lose heart as a 
result of such a decision. 


Case of the Seaside Memorial Hospital 


The other important case involving the tax 
status of nonprofit charitable hospitals in Cali- 
fornia is that in respect to Seaside Memorial Hos- 
pital of Long Beach. The California Employment 
Commission in 1940 revoked the exemption previ- 
ously enjoyed by this hospital under Section 7(g) 
of the California Unemployment Insurance Act 
and the hospital immediately protested such ac- 
tion and claimed an exemption under the provi- 
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sions of both Sections 7(g) and 7(k) thereof. The 
hospital had at all times been held to be exempt 
under the Federal revenue laws and the Social 
Security Act, but had paid unemployment taxes 
under both the Federal and State acts by mistake. 
The Federal Government had refunded the un- 
employment taxes paid under the Social Security 
Act but the California Employment Commission 
had refused to make any refund covering the 
State unemployment taxes. It is also to be ob- 
served that certain former employees of the hos- 
pital had filed claims for unemployment insur- 
ance benefits and these claims were involved in 
the controversy. 


The California Employment Commission, after 
its receipt of the protest of Seaside Memorial Hos- 
pital of Long Beach and much delay, conducted a 
hearing on the protest, the claim for refund and 
the matter of the unemployment insurance bene- 
fits of the former employees before a Trial Exam- 
iner, who ruled adversely to the hospital. Excep- 
tions were filed to the ruling of the Trial Exam- 
iner and a hearing was had before the California 
Employment Commission as a whole and it like- 
wise ruled adversely to the hospital, basing its 
conclusions largely on the fact that in its opinion 
not a sufficient percentage of the expenditures 
of the hospital were devoted to charitable pur- 
poses. The hospital devoted all of its proceeds 
after the payment of necessary operating ex- 
penditures and obligations to charitable purposes 
and the issue thus shaped itself into one involving 
the interpretation of the words “organized and 
operated exclusively for charitable purposes,” 
which is one of the issues in the French Hospital 
case. 


Administrative Remedies 


Seaside Memorial Hospital of Long Beach im- 
mediately following its receipt of the decision of 
the California Employment Commission filed a 
petition for an alternative writ of mandamus in 
the Superior Court of the State of California in 
and for the County of Los Angeles, and upon said 
petition being filed the court issued an alterna- 
tive writ of mandamus ordering the California 
Employment Commission to reverse its decision 
or to appear on April 27, 1942, and show cause 
why this should not be done. It is expected that 
a trial of the issues involved in the mandamus 
proceedings will be held on that date and the 
decision which will be made therein is of great 
concern to all nonprofit charitable hospitals of the 
State of California. Seaside Memorial Hospital 
of Long Beach is the only nonprofit charitable 
hospital in the State of California that has ex- 
hausted its administrative remedies before the 
California Employment Commission and therefore 
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the only one at the present time qualified to en- 
gage in mandamus proceedings in the assertion 
of its rights before the courts, and it can be sin- 
cerely said that the outcome of the Seaside case 
will be much more significant than the outcome 
in the French Hospital case. 


Case of Other Charitable Hospitals 


The California Hospital, Santa Barbara Cottage 
Hospital, Peralta Hospital and Sutter Hospital 
were all denied exemption under Section 7(g) of 
the California Unemployment Insurance Act some 
time ago and have all recently been denied exemp- 
tion under Section 7(k) thereof. These hospitals 
all protested the action of the Commission and 
are in various stages of exhausting their adminis- 
trative remedies before the California Employ- 
ment Commission and it is expected that these 
proceedings will be completed in the near future. 
The California Employment Commission, without 
exception, has ruled adversely to each of these 


institutions to date and there is little hope, in. 


view of its expressed attitude, that the Commis- 
sion will change the rulings made in respect to 
any thereof unless while their proceedings are 
still before the Commission favorable court rul- 
ings are obtained in the French or Seaside Hos- 
pital cases. It is understood that the four 
hospitals aforementioned will go to the courts 
with their cases in the event they are unsuccess- 
ful before the California Employment Commis- 
sion. 


The Commission, following its resolution of 
January 28, 1941, revoking the exemptions there- 
tofore allowed all nonprofit charitable hospitals 
and after cursory audits of the books and records 
thereof, restored the exemptions under Sections 
7(g) and 7(k) of the California Unemployment 
Insurance Act to some hospitals, denied exemp- 
tion under Section 7(g) but granted exemption 
under Section 7(k) to other hospitals, and denied 
exemption under either of said sections to certain 
other hospitals. Recently, and particularly during 
the months of February and March of this year, 
the Commission has again reviewed the exempt 
status of nonprofit charitable hospitals and has 
revoked the exemptions under Sections 7(g) and 
7(k) of the California Unemployment Insurance 
Act which had been restored or granted to many 
of the hospitals. There appears no basic distinc- 
tion between the organizations and operation of 
hospitals which have had their exemptions re- 
cently revoked and the organization and operation 
of hospitals still enjoying exemption and, as a 
result, the action of the Commission appears 
arbitrary, capricious and discriminatory and 
therefore unconstitutional in that it violates the 
Fourteenth Amendment of the Constitution of the 
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United States by denying equal protection of the 
laws to persons similarly situated. 


The California Employment Commission, on 
February 27, 1942, adopted another of its famous 
resolutions in which it assailed the Federal ad- 
ministrative agencies by reason of their failure 
to follow its ideas in connection with the inter- 
pretation of the language of Section 7(g) of the 
California Unemployment Insurance Act and 
ended up by providing that no attempt would be 
made to recover unemployment taxes from any 
hospitals other than those specifically denied ex- 
emptions prior to January 1, 1941, for any period 
of time prior to said date. The effect of this 
resolution is that any hospital holding a 7(g) or 
7(k) exemption on January 1, 1941, will not be 
pressed for the payment of unemployment taxes 
prior to that date, as was done in the French and 
Seaside cases. However, the Commission, in con- 
nection with its recent revocation of 7(g) and 
7(k) exemptions, has asserted that the hospital 
affected is liable for unemployment taxes first, 
for the period between January 1, 1941, and the 
date on which its exempt status was restored and 
second, for the period following the second or 
recent revocation of its exempt status. There are 
a number of very complicated legal points in- 
volved in the attempt of the California Employ- 
ment Commission to exact taxes for these periods 
and the same vary with each hospital, so, there- 
fore, no attempt will be made here to discuss them 
for the reason that no general rules which are 
applicable to any group of hospitals can be stated. 
This is a matter for your counsel to consider and 
work out and those hospitals who do not now 
have an exempt status from the California Un- 
employment Commission should immediately at- 
tend to seeing that this is done. 


Court Decisions 


As might well be expected, there is a paucity 
of decisions interpreting the language of the 
California Unemployment Insurance Act which, 
as has been heretofore said, is identical with the 
language in similar provisions of the Social Se- 
curity Act and the Federal revenue laws. There 
are only five cases in the records on the subject, 
two of which are somewhat adverse but do not 
involve nonprofit charitable hospitals and three 
of which are favorable and do involve nonprofit 
charitable hospitals. 


The adverse decisions are: 


Northern Pacific Beneficial Association V. 
Collector of Internal Revenue—a decision of 
the United States District Court in Minne- 
sota handed down‘on February 19, 1942, 
which held that certain hospitals operated 
by a voluntary unincorporated association of 
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employees of the Northern Pacific Railway, 
organized to provide medical, surgical and 
hospital care for the members in return for 
the payment of a monthly fee, was not en- 
titled to an exemption as a charitable institu- 
tion under the Social Security Act; and 

* cS * 

Hasset Vv. Associated Hospital Service Cor- 
poration of Massachusetts—a decision of the 
United States Circuit Court of Appeals of 
Massachusetts handed down on February 4, 
1942, which held that Associated Hospital 
Service Corporation of Massachusetts, a hos- 
pital service corporation organized under a 
particular law of the State of Massachusetts, 
was not a corporation organized and operated 
exclusively for charitable purposes. This 
case is on appeal before the Supreme Court 
of the United States and, as stated, involves 
a hospital service corporation, with the char- 
acter of which you are familiar. 

* * * 


The favorable decisions, all of which involve 


nonprofit charitable hospitals, are: 


Virginia Mason Hospital Association V. 
Larson, et al., decided by the Supreme Court 
of the State of Washington on June 26, 1941, 
wherein it was held that a typical nonprofit 
charitable hospital was exempt under the 
provisions of the unemployment insurance 
act of the State of Washington, which con- 
tained identical language to that contained in 
Section 7(g) of the California Act; 

* cS * 

In Re Mendelsohn, decided by the Appellate 
Division of the Supreme Court of the State 
of New York, in January 1942, wherein it 
was held that Doctors Hospital, Inc., a typical 
nonprofit charitable hospital, was exempt 
under the provisions of the Employment In- 
surance Act of the State of New York, which 
were identical to those contained in Section 
7(g) of the California Unemployment Insur- 
ance Act; and 

* * * 

Commissioner of Internal Revenue Vv. Bat- 
tle Creek, Incorporated, decided by the United 
States Circuit Court of Appeals in Florida 
on March 17, 1942, in which it was held that 
a typical nonprofit charitable hospital, even 
though organized with capital stock, was a 
charitable institution within the meaning of 
the Federal Revenue Acts and exempt from 
income taxes. The hospital had paid income 
taxes and the decision refunded the taxes 
paid and interpreted the language of the 
Federal revenue laws, which is identical to 
Section 7(g) of the California Unemploy- 
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ment Insurance Act, as exempting the insti- 
tution. 
* * * 

It is gratifying to observe that in the two above 
decisions in which the tax authorities were suc- 
cessful the institutions involved were dues-collect- 
ing, membership organizations furnishing hos- 
pitalization to dues-paying members and that in 
the three above decisions in which the tax 
authorities were unsuccessful the institutions in- 
volved were ordinary, run-of-the-mill, community, 
nonprofit charitable hospitals furnishing hos- 
pitalization to pay, part-pay and full charity 
patients. The hope is with us all that the courts 
will continue to regard the type of hospital just 
mentioned as being organized and operated ex- 
clusively for charitable purposes and that the 
courts of this state will fall in line with the 
Federal, New York, and Washington courts. 


Effect of Revocation of Tax-Exempt Status 


The question foremost in the minds of all hos- 
pital administrators is as to what should be done 
when a revocation of their exemption is received. 
In spite of the universal belief among the attor- 
neys for the various hospitals that the action of 
the Commission in denying 7(g) and 7(k) ex- 
emptions to nonprofit charitable hospitals is 
illegal and will be reversed by the courts, hospital 
administrators must determine what steps they 
will take to protect themselves in the event of a 
sudden change in the attitude of the courts 
toward the tax exemption of hospitals under the 
language of the above sections of the California 
Unemployment Insurance Act. Unfortunately, the 
problem is so complicated that the mere estab- 
lishment of reserves to cover any possible tax 
assessed is not the answer. If found subject to 
the tax the hospital is liable not only for its own 
contributions but also for any contributions which 
it should have deducted from the compensation 
of its employees, together with interest and pen- 
alties as assessed by the Act. 


Three Possible Alternatives 


There are three possible alternative programs 
which may be followed by the hospital upon the 
removal of its exemption by the Commission. The 
hospital may pursue its administrative remedies 
by proceeding before the Commission for a re- 
versal of its decision or it may pay the tax and 
sue for a refund thereon and raise the issue of 
exemption in the suit, or it may wait until the 
Commission sues it for the tax and defend itself 
and raise the issue of exemption in the suit. Each 
of the three suggestions will be discussed in the 
order mentioned. 


Should the hospital elect to pursue its adminis- 
trative remedies it should immediately file a peti- 
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tion with the Commission for a hearing upon its 
claim of exemption. Under this method the hos- 
pital will obtain a full‘ hearing before an Acting 
Examiner of the Commission and will have an 
opportunity to present all of the evidence which 
it may desire in support of its contention. The 
Commission then will rule upon the matter as 
presented and it is possible in individual cases 
that the Commission will decide in favor of the 
hospital. However, the Commission will probably 
not issue any rulings after such hearings until 
the final decision in the Seaside Hospital case is 
available and it will then probably rule in accord- 
ance with that court decision. 


The hospital that elects to pursue its adminis- 
trative remedies must determine whether or not 
it will make deductions from the compensation of 
its employees to cover their contributions under 
the Act in the event the hospital should finally be 
held to be a subject employer. To meet this 
problem the hospital may deduct the amount of 
the tax from the compensation of the employees 
but should notify each employee by a letter that 
the hospital is not paying the amount deducted to 
the California Employment Commission but is 
placing the same in a special account to be re- 
funded to the employee if the hospital prevails 
or to be paid to the Commission if the result is 
otherwise. It would be well, if possible, to obtain 
a written consent of the employees to this pro- 
cedure upon a copy of the letter advising them 
thereof. The hospital will run the risk of possible 
liability of penalties and interest on both its and 
its employees’ contributions, but there seems no 
method by which this can be avoided. It should 
be emphasized that all amounts deducted from 
employees’ wages must be kept in an absolutely 
separate fund so that there can be no possible 
question of any embezzlement of the funds by the 
hospital. 


Another procedure to obtain the necessary 
funds would be to make no deductions from the 
employees’ wages but to make an additional 
charge to the patient for each day he is in the 
hospital and inform the patient that this is to 
cover the cost to the hospital of possible addi- 
tional taxes in controversy and that if no tax 
liability is incurred the amount of the charge 
will be refunded to the patient. This method 
would have the result of bringing fully to the 
attention of the general public the serious prob- 
lem facing the private hospitals of this state. 


Should the second alternative be followed, to- 
wit, that of deducting the employees’ contribution 
from their compensation and paying the entire 
tax to the Commission, under protest and suing 
for its recovery, the hospital must commence its 
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suit within sixty days after the payment of the 
tax. The difficulties involved in this method are 
several. In the first place, the procedural require- 
ments for obtaining a refund of taxes established 
in Section 45.10 of the California Unemployment 
Insurance Act are technical and of necessity re- 
quire the filing of a new law suit after the pay- 
ment of each quarter’s tax. Furthermore, as soon 
as an employee quits or is discharged he will in 
all probability make a claim for benefits under the 
Act. To protect itself the employer would have 
to go through various administrative hearings to 
prevent payment of the claim and thereby become 
involved in a multiplicity of tax recovery suits 
and administrative hearings. Further, the notice 
of the filing of the claim would be brought to the 
attention of the Social Security Tax authorities 
who, as the experience of hospitals in the past 
has shown, would immediately start a reinvestiga- 
tion of the hospital as to its exemption under the 
various Federal taxing laws. 


The third alternative involves the hospital doing 
nothing and sitting back and waiting for the Com- 
mission to sue it for employer’s and employees’ 
contributions, penalties and interest thereon. The 
most serious obstacle to this method arises from 
the fact that the Commission would probably not 
commence suit for a considerable period of time 
and until after a series of court decisions had 
been obtained, and in the event the particular 
hospital was unsuccessful it would have accumu- 
lated against it a terrific burden of taxes, penal- 
ties and interest, the payment of which would be 
impossible. 


The above discussion is only a general outline 
of the problem and its history. The effect of the 
Commission’s actions and the procedure to be 
followed must necessarily vary with the problems 


’ faced by each individual hospital. It is therefore 


vital that each hospital keep in constant contact 
with its legal counsel so that it may be fully 
advised as to what line of action it should take to 
protect itself from being engulfed by a multi- 
plicity of new tax burdens. 


Order of Federal Treasury Department, March 5, 
1942—Information Return No. 990 


Your attention is called to an order issued by 
the Federal Treasury Department on March 5, 
1942, which requires all corporations exempt un- 
der Section 101 of the Internal Revenue Code to 
file Information Return Number 990. It is under 
the above section that hospitals are held to be 
exempt from Federal Income Taxes. This return 
must be filed by May 15, 1942. Unfortunately, 
the Treasury has not as yet printed the necessary 
forms for distribution, but they should be in the 
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hands of the various hospitals within three weeks, 
and if any hospital does not receive such a form 
by the first of May, it should immediately obtain 
one from the office of the local Collector of In- 
ternal Revenue. Upon the basis of this form 
the Bureau of Internal Revenue will determine 
whether or not the individual hospitals are still 
entitled to their exemption from the various fed- 
eral taxes. 


An examination of Form 990 shows that it is 
not drafted to really elicit information of the re- 
ligious, educational, scientific and charitable work 
of the hospital, and it is suggested that, in addi- 
tion to information required, hospitals seriously 
consider attaching additional information sched- 


ules setting forth their religious, educational, 
scientific and charitable activities. In scheduling 
the charitable activities the hospital should in- 
clude the value of any space given for free clinics, 
Red Cross work, or the like, as well as the value 
of its uncompensated part-pay work, the differ- 
ence between the costs and charges made to its 
ward patients, and all other items of a similar 
nature. 


In conclusion, it can be truthfully stated that 
the coming year should see the final decision as to 
whether or not private charity as it is now ad- 
ministered by private hospitals is to continue to 
exist or is to a large extent to be eliminated by 
the imposition of staggering tax burdens. 
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Federal Regulations Affecting Priorities, 
Rationing, and Price Fixing 


authorities relative to scarcity, rationing, and 
price fixing of supplies and equipment and 
other commodities used by hospitals is published 


| ssthortes vt released by governmental 


in HOSPITALS each month. The information 
published is quoted directly from the orders, reg- 
ulations, or press releases received from the gov- 
ernmental agencies. 


Priority Actions 
From April 1 Through April 9 








Subject Order Number 


Related form 


Issued Expired date Rating 








CONSTRUCTION: 
Conservation order: 

Prohibits the start of unauthor- L-41 
ized construction projects which 

use material and construction 

equipment needed in the war ef- 

fort; places all new publicly and 

privately financed construction 

under rigid control. 


PD-200. 200A 


4-90-42  =—— cewccces = eee eee 





FLUORESCENT LIGHTING FIXTURES: 
Production ended immediately ex- L-78 
cept for essential uses or on con- 
tracts accepted prior to today on 
which work has begun. 


4-2-42 6-30-42 A-2 or higher 


eee ewes 





FURNITURE (metal office) : 
Supplementary order: 
An end to the manufacture of 
virtually all types of metal office 
furniture and equipment ordered. 


L-13-a 


Ma datnaas 4-1-42 a ree eccceeee 





MOTOR FUEL: 
Cuts — percentage of deliveries of 
gasoline to service stations and bulk 
consumers in areas where curtail- 
ment is in effect. 


L-70 amend. #1 


4-8-42 
(eff. 
4-16-42). 


PD-368 j= jjé§ 4-8-42 = cescoeee = eeececee 





OFFICE MACHINERY: 
Typewriter manufacturers can pro- “ ........ 
duce some parts and subassemblies L-54-a int. #1 
in economic manufacturing lots, 
even though it results in production 
in excess of established quotas for 
completed typewriters. 


sae aerels 4-3-42 aseasata PER CE ECE 





SANITARY NAPKINS: 
Reduces amount of cotton gauze and L-95 
wood cellulose in sanitary napkins. 


deeiarw acct 4-9-42 Until revoked. edeusaad 
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Price Trend of Hospital Commodities 


McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


URING World War I government control 
D dominated the picture. That was inev- 
itable, and at this time it is of interest to 
briefly check back and note the number and type 
of government agencies set up in the endeavor to 
maintain an adequate flow of materials and equip- 
ment to the fighting forces and at the same time 
maintain civilian morale. The first outstanding 
agency was the Counsel for National Defense, 
followed by the War Industries Board. The Re- 
sources and Conversion Section supervised the 
conversion of factories from peacetime output to 
the production of war materials. Priority sys- 
tems soon followed with strict priority classifica- 
tions. This group supervised the preference list. 
Comprehensive price fixing was employed which 
involved hundreds of commodities. Then came 
labor priorities and food control with victory 
bread, sugar rationing, meatless days, etc. It was 
necessary to regulate domestic transportation, and 
the Government took control of the railroads. 
That was supplemented by a control over foreign 
trade which extended all over the world. Natur- 
ally it was imperative to conserve shipping space, 
and export priorities prevailed. Space will not 
permit a further treatise of the experience of 
World War I which has proven so important in 
acting as a criterion for the system employed in 
World War II. For all practical purposes there 
is no radical difference between the two systems, 
which is understandable when it is realized that, 
basically, the two problems are exactly the same. 


After the war and the end of the emergency 
there was almost an immediate return to demo- 
cratic principles and the free play of economic 
laws. Practically all of the emergency boards 
were dissolved. Between 1918 and 1929 there 
was a siege of inflation which terminated in 1920, 
a short-lived depression in 1921 and the better 
part of 1922, and then nearly seven years of un- 
precedented industrial activity which was termed 
the “Era of Profitless Prosperity.” The next great 
event featured the collapse of business and prices 
beginning in late 1929, and low ebb was not 
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reached until early 1933. Deficit spending failed 
to end the depression, and it was gradually real- 
ized that deliberate spending was not the real 
answer. From 1933 to 1939 there was an ava- 
lanche of economic experimentation under Gov- 
ernment supervision such as the NRA, the Rob- 
inson-Patman Act, curtailment of agricultural 
production, farm subsidies, WPA, etc. 


War in Europe broke out suddenly in Septem- 
ber 1939, and that completely changed the eco- 
nomic picture. A mere glance at the graph below 
clearly portrays the effect of warfare upon the 
physical volume of production in this country up 
to the time of Pear] Harbor. Since that momen- 
tous event on December 7, governmental emer- 
gency bureaus have multiplied, and now eclipse 
the number in effect during World War I. It is of 
interest to briefly check up in a statistical manner 
on the high spots in the economic situation un- 
der the stress of warfare. In August 1939, the 
Federal Reserve Index of Industrial Production 
was 105; by the turn of the year the Index 
reached 122; a year later it. was 140; at the be- 
ginning of 1942 it reached 171, and is currently 
reported at 176. The Index of Durable Goods 
Production in August 1939, was 108, reaching 134 
by the turn of that year, touching 171 in January 
1941; at the beginning of this year was up to 222, 
the current figure being around 227. Meanwhile, 
production of non-durable manufactures, which 
stood at 108 in August 1939, jumped to 113 at 
the beginning of 1940, expanded to 123 a year 
later, 143 in January of this year, and has sub- 
sequently declined moderately due to government 
limitation orders. 


The Index of Factory Employment in August 
1939, was plaeed at 99.5 (1923-25 equals 100). 
By the beginning of 1940 it reached 105.0, jump- 
ing to 115.5 in January 1941 up to 132.4 in Jan- 
uary of the present year, and for April is esti- 
mated at 134.5. The expansion in factory pay 
rolls is even more impressive. The figure in 
August 1939, was 91.2. Five months later in Jan- 
uary this Index reached 99.8, followed by 120.7 
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in January 1941, then an unprecedented upswing 
to 173.5 in January of this year, and the April 
estimate stands at 178.0. 


All Commodity Prices 


Naturally only a miracle could prevent com- 
modity prices from responding to such severe 
economic changes as mentioned above. In mid- 
April the McGill All Commodity Index stood 51 
per cent higher than the level in effect prior to 
the outbreak of warfare in September 1939. When 
this is broken down it is of interest to note that 
industrial commodities have climbed 32 per cent, 
agricultural, 67 per cent, and livestock 107 per 
cent. The greatest increase was noted in the 
case of vegetable oils, which advanced 124 per 
cent. It is plain common sense to recognize that 
to regulate commodity prices on a fixed basis is 
impractical unless the forces which contribute to 
the production of the commodity are also stabil- 
ized. To date little has. been accomplished in 
establishing ceilings on wage rates. Once and 
for all there cannot be an effective price control 
bill if there is a lack of correlation between price 
ceilings, wage rates, and transportation costs. 
There can be no question that the underlying 
trend of producing costs is steadily mounting. 
That is only natural. The disturbing aspect is 
the fact that the cost of living, which was more 
or less dormant from 1938 through 1940, has 
come to life and is moving upward with accel- 
erated speed. 


We realize that studies are now being designed 
to supply adequate data for effective control of 
wage rates as well as commodity prices. It is 
argued that Canada has successfully mastered 
the task, but it should be borne in mind that the 
economic system of the Dominion is far simpler 
than the massive and intricate system in the 
United States. Some important developments are 
ahead, and before many months elapse a program 
will be inaugurated which will tie up a great num- 
ber of loose ends. This plan will be a great im- 
provement over existing conditions, but we ques- 
tion whether the basic factors can be completely 
controlled. Here again is the difference between 
theory and practice. OPA has done, and is still 
doing, an outstanding piece of work. Today there 
are 113 official price ceilings, 16 temporary price 
schedules, and 82 voluntary price ceilings. More 
will follow in quick order, particularly now that 
the retail field is being invaded. Plans will be far 
reaching enough to prevent any serious inflation 
during the life of the war. © 


Drugs and Chemicals 


In the main, prices of drugs and fine chemicals 
have held steady. Demand continues of outstand- 
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ing proportions and there is no prospect of any 
early abatement. Price ceilings are more pro- 
nounced, and the movement will spread. In the 
case of alcohol, requirements this year are be- 
tween 300 and 400 per cent greater than in 1941 
as a result of increased needs for smokeless pow- 
der and other munitions. The high price for 
quicksilver is encouraging maximum production, 
but larger quantities must be shipped to the 
United Nations, and the use of mercury in the 
war production program is increasing steadily. 
One important development recently was the con- 
servation move made by WPB in the interest of 
assuring plenty of quinine for the armed forces 
of the nation. This is imperative because the 
quinine producing center of the world is now 
under Japanese domination. 


Paper Products 


Actual and potential demand will rapidly ab- 
sorb maximum output of all types of paper, al- 
though it must be recognized that during the 
shift from a peace to a full wartime basis the rate 
of consumption will vary in different grades. 
WPB has issued preference order M-93, which 
demands that all domestic production and imports 
of all grades of pulp will be allocated by this 
agency after May 1. Government requirements 
of pulp are constantly on the increase, and in ad- 
dition to domestic requirements, lend-lease ship- 
ments are destined to broaden. The type of papers 
utilized in hospitals should be stocked to the max- 
imum level permitted under present-day condi- 
tions. 


Cotton Goods 


The large requirements of cotton goods by the 
Government will continue to restrict the supply 
available for civilians. Government orders and 
other high priority ratings are taking an increas- 
ingly larger portion of the current output— (about 
65 per cent of total production is currently being 
absorbed in military and defense channels). This 
has resulted in a reduction of 25 per cent or more 
in the supply of cotton goods for civilians. The 
heavier demand for military goods seems likely to 
result in a widespread conversion of the industry 
so that the production of heavier and coarser 
fabrics can be increased. This, of course, would 
result in a further decrease in the supply of goods 
available for non-essential use. 


Fuels 


The situation is more serious than surface fac- 
tors indicate. The publicity devoted to the coal 
and fuel oil situation has given everyone a rea- 
sonably accurate summary of the current picture. 
Both coal and fuel oil are normally transported 
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by water in volume, and shipping space available 
is decreasing. The growing requirements for 
railroad transportation of war materials is plac- 
ing a strain on our internal transportation sys- 
tem, and there is no certainty that coal deliveries 
later in the year can be maintained at a sufficient 
rate. The Government is urging all consumers 
to build up the largest possible supply, and this 
is sound advice. Meanwhile, stocks of residual 
fuel oil on a national basis have dropped to un- 
usually low levels, and reserves in the important 
consuming centers have declined sharply. Re- 
sidual fuel oil sales in the Atlantic Seaboard 
States amounted to 42 per cent of the national 
consumption last year, while distilled fuel oil 
sales were 58 per cent of the national total. Be- 
cause of the changing situation many manufac- 
turers have changed from fuel oil to coal. In 
regard to gasoline, despite rigid restrictions on 
new car and tire sales, demand during the near- 
term months is bound to be heavy. Deliveries to 
filling stations in the Atlantic Coast Area, origi- 
nally cut 20 per cent from 1941 levels, will be cut 
3314 per cent effective April 16, 1942. The point 
is that the present tanker and tank car movement 
cannot support consumption at the 1941 levels. 
Even more severe rationing is ahead. 


Groceries 


The index of the National American Wholesale 
Grocers’ Association reached a new high of 110.7 
in March and is estimated at 111.8 at the present 
time. While in the main there is no basic short- 
age of foodstuffs, the situation is complicated by 
the dependency upon many commodities of for- 
eign origin, such as coffee, cocoa, sugar, etc. The 
stage is set for more extensive rationing as 1942 
progresses. The elaborate plans now being formu- 
lated to freeze prices of practically every commod- 
ity will have some effect in slowing down the 
rising price trend, but it is generally agreed that 
the movement cannot be entirely stopped. This 


is quite apparent because ceiling prices willl not 
be established on agricultural commodities in gen- 
eral until 110 per cent of parity is reached. 


Dairy Products 


The Government has raised the minimum price 
to 36 cents a pound for 92-score butter, Chicago 
market. Record-breaking production, large stocks 
in storage, and seasonal pressure indicate a price 
level close to the minimum basis during the near- 
term period. It is practical during the period of 
seasonally low prices to build reserves for for- 
ward account. In regard to cheese, the produc- 
tion goal of milk for the manufacture of butter, 
cheese, and dried milk is of extensive proportions. 
However, record-breaking supplies will be needed 
to cope with an abnormally high per capita con- 
sumption in this country and expanding ship- 
ments abroad, which will be limited only by the 
available supply of cargo space. Moderate price 
weakness is indicated during the near-term pe- 
riod. Egg prices have registered a pronounced 
decline along seasonal lines. The desired farm 
production is 3.8 billion dozen as compared with 
3.4 billion last year. The number of layers on 
the farms is now about 12 per cent larger than 
a year ago. Remember, it will be necessary to 
ship a growing volume of dried eggs to allied na- 
tions. From a longer-range standpoint prices are 
bound to average higher. 


In summary, prices will be more effectively 
controlled in the near future, but this does not 
mean complete price stability. Fundamentally, 
the trend is bound to move more slowly, yet stead- 
ily upward. Such a development is in direct re- 
sponse to rising producing costs. At the risk of 
repetition we again state that throughout the cal- 
endar year 1942 the general index of commod- 
ity prices will climb between 10 and 15 per cent. 
The real danger of price inflation will not come 
until the war is over. 
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(1926 = 100) 
Apr. Apr. Apr. Apr. ‘Apr. Apr. Apr. Jan. Mar. Apr. 
1935 1936 1937 1938 1939 1940 1941 1942 1942 1942 
ALD COMMODITIES oie cc's nse siccee 73.1 74.0 86.2 70.3 67.3 71.0 79.0 92.5 95.4 97.5 
PERN ios 5 5 sibs s asl oa eee aah aa eae 69.1 71.3 86.0 73.1 70.5 76.9 83.6 92.4 93.7 94.4 
PNENRINONE hues soem os een bNctealoe 69.2 66.4 82.2 58.1 55.1 65.3 67.3 87.9 87.7 89.0 
I on asa boise ccuins wtiee oe acces 83.4 85.6 89.7 72.8 70.7 60.6 80.1 101.6 113.0 120.5 
Factory Employment’ ..............06. 91.2 95.5 111. 89.3 96.9 10382 122.7 182.4 186.0* 187.5* 
RCDOEG TRG TAGE 55h so.si0e 8 5:05.00 000% 74.6 82.6 109.7 175.2 86.8 97:9 1848 178.5 178.0* 178.9* 
Wholesale Grocery Index’.............. 87.7 82.4 91.6 177.0 72.7 79.1 88.5 1076 110% 111.3* 
NOME ee oe oe see onions ere mraws 97.8 97.8 101.8 100.9 99.1 99:8 101.2 111.9 118.7% 114.5" 
1McGill Index 
2Bureau of Labor 
8National-American Wholesale Grocers’ Association 
*Estimated 
78 HOSPITALS 








Legal Aspects of Accidents in Nursing Division 


FERDINAND PIAZZA, M.D. 


public, including the medical and nursing 

professions, is under great nervous and 
physical stress. We are a sensitive people; good 
news buoys us up while adverse news depresses 
us to a certain extent. During a period such 
as this, therefore, we are occasionally prone to 
relax our powers of concentration and to become 
lax in our routine duties. 


A general duty or a private duty nurse, in her 
daily duties, and in the care of patients, little real- 
izes the many possibilities of being sued for an 
alleged negligence on her part in the treatment 
of patients or the supervision of her wards. Dur- 
ing periods of economic depression in a nation or 
in a community, it is a well-known fact that peo- 
ple will resort to any means whatsoever to get 
their hands on some additional money. They will, 
consequently, on the slightest provocation take 
their case to a lawyer who, if unscrupulous or 
unethical, will try to make a case out of any cir- 
cumstances. It is advisable, therefore, for the 
student of nursing to become acquainted early 
with her legal responsibilities because the law 
concerns itself with her and all other individuals 
who practice the nursing arts in or out of an in- 
stitution. Ignorance of the law is not excusable. 


D) sii this great war effort, the general 


Since physical injuries are usually the basis of 
a lawsuit, it can be readily realized the great 
part the hospital, the doctor, and the nurse play 
in such cases for they are the chief targets in such 
lawsuits. Five or ten years ago the accidents of 
deaths occurring to patients in hospitals because 
of negligence or improper treatment were usually 
accepted without question as being part of the 
risk of hospitalization or surgery. The past few 
years have seen a significant change in the atti- 
tude of the public in regard to negligence and, 
what is now alarming, increased attempts at ob- 
taining cash settlement for real or supposed in- 
juries. The public has begun to develop a “claims 
consciousness.” 


Neglicence Defined 
Let us define negligence. Legally, it is the fail- 
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ure to use the care which a person of ordinary 
prudence would use under the same circumstances. 

Basically all just claims result from accidents 
or negligence. If accidents or errors are elimi- 
inated, we shall have no claims and no problem. 
That they can be eliminated is not theory. The 
old idea that accidents just happen is definitely 
outmoded. To take that attitude is to admit 
weakness. 

Although death or serious injury from gross 
negligence stand out prominently in people’s 
minds, we must not overlook the minor injuries 
such as hot water bag burns, slips on floors and 
a multitude of the more common accidents that 
equal the larger cases in total cost. High fre- 
quency of small accidents is surely a reflection on 
management. 

I will confine my discussion, as far as possible, 
to the nursing division and its relation to ac- 
cidents. 


General Precautions 


1 Unnecessary haste must be avoided. 


- 2 Everyone must be mentally alert while on 
duty. 
8 Good physical health must be maintained. 
4 Low-heeled shoes in good repair must be 
worn. 


5 Persons must keep to the right while going 
through corridors. 


6 Doors must be opened cautiously. 


7 More than can be safely handled must not 
be carried. Equipment must not be carried 
in such a way as to block vision. 


8 Safeguards, if provided, must be used. 
9 Hazards must be reported. 
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larly in Pediatric Units— 

1 Furniture should have rounded corners. 

2 All medicines must be kept in locked cabinets 
out of the reach of children. 

3 Radiators should be so protected as to pre- 
vent the possibility of burning. 

4 Toys must be examined for possible hazards. 
’ Remove glass eyes or pins from animal 

toys. 
Do not allow small children to have toys 
that can be put into the mouth (marbles, 
jacks, whistles, etc.). 
See that there are no toys given to chil- 
dren with sharp edges, corners, cog- 
wheels, springs, etc. 
Do not permit interchange of toys be- 
tween patients. 

Precautions to be Observed in the Handling of 

Drugs— 

1 All poisons must be so labeled and kept in 
locked cupboards. 

2 Narcotics must be kept in locked cupboard. 

3 Before using contents of a bottle the label 
must be read three times; once on taking the 
drug from the shelf, again when pouring it 
out, and once again when administering it. 

4 Distinctive odors or colors in drugs should 
be used to identify the drugs as well as the 
labels. 

5 Only the pharmacist should change the labels. 

6 All the labels must be clear and legible. 

7 Drugs must not be left at the patient’s bed- 
side (this includes rubbing alcohol) unless 
specifically ordered. 

8 Trays which contain drugs, such as- scrub 
trays, must not be left at patients’ bedsides. 

9 Dressing carriage must not be left at pa- 
tient’s bedside or in the utility room unless 
attended. 

Precautions In the Use of Equipment— 

1 All equipment must be inspected before use. 

2 All equipment must be clean when used. 

3 Glass tubes, tips, and connecting tubes must 
be inspected for cracks and rough edges and 
exchanged if not in good condition. - 

4 In connecting rubber and glass tubing and 
in inserting glass tubing into rubber stopper, 
moisten glass and rubber before insertion 
and protect hand with a towel. Insert the 
glass into rubber tubing or stopper by apply- 
ing pressure with a screwing movement. 

5 Chipped or broken china and glassware must 
be discarded if possible, or its use limited as 
much as possible. 


6 Chipped or broken enamel ware must be 
exchanged. 


Precautions which should be Observed particu- 


7 Glass urinals must be inspected for cracks 
or breakage before administration to a 
patient. 


Precautions In the Use of Mechanical Devices— - 


Bedsides— 

1 Must be applied to beds of patients who are 
unconscious, restless, irrational,- weak, or 
who, because of their condition, must remain 
in a sitting position. 

2 Must be applied to beds with air mattresses. 

3 Must be securely fastened. If wooden bed- 
sides, they should be tied on with strips of 
unbleached muslin. 

4 Children under five must have bedsides up; 
older children only if necessary. 

Canes, crutches, walkers— 

1 Canes and crutches must have non-skid rub- 
ber tips. 

2 It is essential that patients be instructed in 
the use of canes, crutches and walkers and 
they should be helped with their use until 
they can use them with safety. 

3 Patients using canes, crutches, or walkers, 
should not be permitted to walk on wet floors 
or through congested areas. 

4 Crutches and canes, when not in use, should 
be placed at the head of the bed. 

Examining Table— 

1 All patients must be assisted on and off the 
examining table. A footstool is provided to 
facilitate this. 

2 The patient’s hips must be above the portion 
of the table which is lowered when stirrups 
are used. 

3 The movable table section must be lowered 
carefully and fingers must be kept away from 
hinges. 

4 If stirrups are to be used they must be ad- 
justed and tightened before the patient’s legs 
are put into position. 

Floors— 


1 When floors are washed or waxed, one-half 
of the floor must be left free as a passage way 
and the wet areas indicated by signs. 

2 Any substance or materials (fluids, water, 
ice, flower petals, etc.) spilled on the floor 
must be immediately wiped up and the floor 
left clean and dry. 


3 Loose tiles, boards, linoleum, etc., must be 
reported to the head of the department. 

4 Carpet sweepers, mops, pails, brooms, etc., 
must be kept out of passage ways. Employees 
using these pieces.of equipment must be in- 
structed and supervised as to their care while 
in use. 
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Gatch Beds and Frames— 

1 Cranks of gatch beds should be turned in. 

2 Before raising or lowering a back rest, make 
sure that there are no obstructions and in- 
struct the patient to keep his hands on top 
of the bed. 

3 Patients should not be permitted to raise or 
lower their own beds. 

Sterilizers— 

1 Steam must be turned off before sterilizer is 
opened. 

2 Always stand in front of sterilizer and keep 
hands and face away from opening as ster- 
ilizer is being opened to prevent coming in 
direct contact with steam. 

3 Sterilizers must not be forced open. 

4 Reports on any improper functioning must 
be made to the head of the department. 

Step Ladders— 
1 Step ladders should be used only to reach 
high shelves or objects. 


2 Step ladder should be completely opened, se- 
cured by safety catch and securely placed on 
the floor. 


Stretchers— 

1 All stretchers must be equipped with a pro- 
tective strap, which must be fastened over 
the patient whenever the stretcher is in use. 

2 Patients should be instructed to lie flat on 
the stretcher. 

3 Stretchers must be pushed by the nurse at 
the patient’s head. 

4 When wheeling a patient down an incline it 
is essential that the nurse precede the 
stretcher. 

5 Stretchers should be placed in the elevators 
so that the patient faces the gate. 


6 Stretchers must be wheeled slowly. 
7 Stretchers are used only to transport patients 
‘ according to the suggestions above. 

Waste Containers— 

1 Only burnable waste should be deposited in 
the general waste containers. 

2 A container should be provided for non-burn- 
able material such as broken glass, china, tin 
cans, etc., and kept in the maid’s closet. 

3 Razor blades should be given to the head 
nurse for exchange. 

4 Waste containers must be emptied when full. 
Waste should not be packed down by pushing 
with hands or feet. ? 

Wheel Chairs— 

1 Wheel chairs should be used exclusively for 

transportation of patients. 
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2 Patients must be cautioned not to step on 
foot boards when getting in or out of chair. 

3 Chair must be held by a nurse while the pa- 
tient is getting in or out. 

4 Chair must be pushed by the nurse or at- 
tendant by grasping the top of the chair (in- 
stead of the sides) or handle if the chair is 
provided with one. 

5 Patients should be cautioned to keep hands 
away from wheels while chair is in motion. 
Instruct patient to keep hands in lap to avoid 
their being caught in wheels or hitting door 
joints and walls. 

6 Chairs should enter the elevator with the 
patient facing the gate. 

7 When wheeling a chair down. an incline, the 
chair must be turned around and the nurse 
or attendant must precede the chair. - 

8 Chairs must be wheeled slowly. 


Precautions in the Use of Electric Appliances— 


1 All electrical equipment must be examined 
before use to make certain that cords and 
plugs are in good condition. 

2 Repairs in electrical wiring must be done by 
the electrician only. 

3 Appliances should not be placed so that cords 
are subject to constant friction (as long a 
threshold or under a rug). Friction may 
wear out insulation leaving wires exposed. 

4 The use of heating pads is forbidden in this 
hospital. If an electric heating pad is used 
in. other situations or places, it should not 
be left for any length of time with the switch 
on “high.” 

5 Electric heating pads, unless especially con- 
structed of rubber, should not be used with 
wet applications. 

6 Light bulbs attached to cradles must not 
exceed 25 watts. 

7 Illuminating bulbs must be replaced as neces- 
sary so that corridors and rooms are well 
lighted. 

8 Thermolites, electric pads, electric stoves, 
signal cords and other electrical appliances 
must not be used in or near oxygen tents. 


9 Oxygen therapy equipment must not be oiled. 
Preparations in the Application of Heat— 


1 A doctor’s order is necessary for all appli- 
cations of heat except for use of hot water 
bottle to the feet. 

2 Temperature must be determined by a ther- 
mometer. Hot water bottles are applied at 

125° F. for adults and 115° F. for children, 

except when a higher temperature is spe- 
cifically ordered. 
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3 A bath blanket must be placed between a 
hot water bottle and an unconscious or rest- 
less or paralyzed patient. Remember, pa- 
tients may have areas of anesthesia in which 
a hot water bag will not be felt. 


Fire Prevention— 


1 Cleanliness must be the first rule of fire pre- 
vention. . 

2 Inflammable liquids, such as benzine, ether, 
etc., must be kept away from open flames 
and be stored in metal containers. 

3 It is essential that patients, visitors and per- 
sonnel be instructed not to smoke in or near 
oxygen therapy equipment. 

4 Smoking in bed is not permitted in this hos- 
pital. Smoking in bed is a dangerous pro- 
cedure under any circumstances and should 
be avoided. 

5 Lighted cigarettes or matches must not be 
thrown into waste containers. Care should 
be taken in the disposal of warm ashes. 

6 Infractions of rules concerning smoking by 
either patients or employees must be re- 
ported at once to the department head. 

Reporting of Accidents— 

1 All accidents to patients and personnel must 
be reported to head of the department in 
which they occur in accordance with proper 
procedure. 

2 A special form must be secured for this pur- 
pose. 

3 Any person involved in an accident must be 
examined by a physician and treatment in- 
stituted if necessary. 


Frequent inspection and reporting of defective 
equipment and fixtures is important. Falls by 
patients from their beds seem to be a rather fre- 
quent occurrence. The nurse is definitely careless 
in some cases. Proper watching or restraining 
ci restless patients and alertness should be exer- 
cised more diligently to avoid such accidents. 


Although the theme of hospital standardization 
is the proper care of the sick and injured, such 
proper care would seem incomplete without com- 
pliance with the basic rules of safety and the re- 
moval of every possible hazard surrounding the 
patient. 


Legal Definition of the Practice of Nursing 


Legally speaking, the practice of nursing is 
defined as the performance of any professional 
service requiring the application or principles of 
nursing based on biological physical and social 
sciences, such as responsible supervision of a 
patient requiring skill in observation of symptoms 
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and reactions and the accurate recording of facts 
and carrying out of treatments and medications, 
as prescribed by a licensed physician, and the ap- 
plication of such nursing procedures as involve 
understanding of cause and effect in order to safe- 
guard life and health of a patient and others. At 
no time must a nurse perform or watch anyone 
perform any act or any order which may jeopar- 
dize human life. 


The Field of Nursing Subdivisions 


The field of nursing has been subdivided until 
a varied nomenclature of subsidiary nursing serv- 
ice has been developed, such as practical nurse, 
nurse-aide, nurse-helper, subsidiary nurse, ward 
aide, ward helper and orderly. 


Bedside nursing consists of personal contact 
with patients, such as bathing, giving medica- 
tions, taking temperatures, assisting with dress- 
ings and treatments. The supervisor of nurses 
is a graduate nurse who supervises the nursing 
and teaching program of the wards. Anything 
that goes wrong on the wards pertaining to the 
nursing service.reflects upon the supervising and 
teaching duties of the supervisors. The head nurse 
is in direct charge of one or two ward units and 
at times does bedside nursing. Included in the 
bedside nursing staff, then, are graduate nurses, 
student nurses and postgraduate nurses. 


As we all know, the New Nurse Practice Act 
of New York which will take effect July 1, 1942, 
unless it is again deferred, provides that no per- 
son may offer herself for care of the sick for hire 
without a license from the State. In addition, it 
now may license practical nurses upon the com- 
pletion of a given course of study and upon the 
passing of the State Board Examinations. Now 
the practice of nursing by an unlicensed person 
is punishable as a misdemeanor. Doubtless this 
is a very good step in the right direction in safe- 
guarding human health. 


Hospital’s Liability for Negligent Acts of Nurses 


Nurses on the staff of a hospital are employees 
of the hospital and as such render the institution 
liable for negligent acts. I mention this in con- 
trast to the situation of a private special duty 
nurse who is alone liable for negligence. Any 
nurse, however, while assisting the surgeon dur- 
ing an operation, ceases for the time being to be 
an employee of the hospital, inasmuch as she 
takes her orders during that period from the op- 
erating surgeon alone, and not from the hospital 
authorities. This relieves the hospital from 
liability. 

We must be careful also to draw the line be- 
tween nursing practice and medical practice. The 
nurse, not acting under specific instructions or 
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orders of the doctor, is confined to certain definite 
acts and duties which constitute the practice of 
nursing as it is generally recognized. When she 
is carrying out a physician’s instructions; she has 
considerably greater latitude in what she may do. 
Many of the acts which a nurse is requested to 
do by a physician become illegal for her to do 
when they are performed on her own initiative. 


A very common cause of lawsuits arises from 
hot-water bag burns of unconscious patients. It 
is well to mention here that from her training and 
experience, a nurse should know that certain 
standards of care are ordinarily used in her pro- 
fession and that certain supplies or equipment do 
not conform with such standards. If materials 
furnished are obviously unsuited to the purpose 
for which offered, and she uses the supplies or 
equipment contrary to good nursing practice, she 
will be held responsible for the injury to the pa- 
tient. If she fails to read the label on a bottle 
containing formaldehyde before giving it to a 
physician who, she knew, intended using a solu- 
tion of procaine which he had ordered, her failure 
to read the label will make her liable for damages 
to that patient. 


In an operation, the duty of sponge counting 
is delegated to the nurse, who in some courts has 
been held personally responsible. 


Patients in delirium must be vary carefully 
watched especially when near a window. The duty 
of a nurse is a continuous one. It is her duty to 
note the effect of a remedy upon the patient; his 
powers of resistance and his condition must be 
observed by constant care and attention, which 
is just as obligatory upon the nurse as is the duty 
of applying the treatment directed by the doctor 
in charge. 


In preparing a patient for an abdominal opera- 
tion, an exceedingly important step prior to send- 
ing him up to the operating room is catheteriza- 
tion or encouraging the patient to void. The 
amount of urine removed or voided should be 
noted in the nurse’s notes. A distended bladder 
is very easily cut into accidentally by a surgeon 
operating in its vicinity, and if not, it is a source 
of annoyance since catheterization during the op- 
eration cannot be conveniently and quickly done. 


Cutting a patient’s hair for pediculosis requires 
consent from the patient or a relative if the pa- 
tient is a minor. 


A little more important and a possible cause 
for legal action is the unwarranted cutting of 
clothing of an injured patient. This is not neces- 
Sary in the vast majority of cases. Rip clothing 
along the seams and do this slowly, for haste in 
this procedure may cause further injury. 
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Legal Importance of Nurse’s Notes 


The nurse’s notes have been considered impor- 
tant in many court cases. Many important deci- 
sions have been made on the strength of the 
nurse’s notes. It is, therefore, extremely impor- 
tant to write good, legible, comprehensive notes. 
Keep alert in charting important findings upon 
admission such as pressure sores, burns, wounds, 
bruises, and orientation of patient. 


Consents for Operations—Their Importance 


And now a word about the importance of ob- 
taining consents for operations. In many hos- 
pitals the patient is made to sign an operation 
consent upon admission to the hospital. In city 
institutions patients do not, but are asked to sign 
at the time it is decided to operate. Patients not 
of legal age cannot give consent for an operation 
and it is therefore necessary to obtain the con- 
sent at the time of admission from the responsible 
parent or guardian. 


In cases where the patient is unconscious or 
otherwise incapable of giving consent and an 
emergency is present, no consent is necessary. 
The surgeon will make a notation on the chart 
stating that an operation is necessary to save 
the patient’s life. With this exception then, a 
surgeon who performs an operation without the 
patient’s consent commits an assault for which 
he is liable in damages. 


The Signing of Legal Documents 


Signing of legal documents in a hospital is a 
delicate and important problem. It is a wise 
policy for the nurse to notify the superintendent’s 
office regarding the signing of any paper by the 
patient. Unscrupulous lawyers may surrepti- 
tiously slip by the nurse and get a retainer signed 
by a patient who does not know what he is sign- 
ing. This may occur especially during visiting 
hours and we must be ever alert. Photographs of 
patients are not allowed without patient’s consent 
in writing. Attorneys may not visit a patient 
for legal transactions without the patient’s re- 
quest to see them. 


Although, legally, the nurse may take down a 
dictated will and become a witness to it, this is 
to be discouraged, since the nurse becomes sub- 
ject to subpoena and prolonged legal processes, 
thus causing great loss of time. An important 
factor, however, in all signing of legal documents, 
dying declarations, wills, retainers, etc., is that 
the patient must be mentally clear and competent 
and of legal age. Therefore, before any paper is 
signed by a patient, it will be necessary for the 
doctor to make a statement on the chart in writ- 
ing that the patient is mentally lucid and compe- 
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tent. This is an extremely important procedure, 
and is an inconvertible fact in a Court of Law. 


The Nurse On the Witness Stand 


It might not be amiss at this point: to give a 
few simple rules for the nurse who is called on 
the witness stand: 


1 Face the judge in non-jury cases, or face 
the jury in jury cases. 


2 Tell the truth, for you are under oath to 
* i 


3 Speak slowly, audibly, and deliberately. 


4 Understand the question before answering. 
Have the question repeated if necessary. 


5 Do not volunteer any information; answer 
only what you are asked. 


6 Pause after the question asked for possi- 
ble objections by the opposing lawyer. 


7 Do not give an opinion; refuse to give one 
even if asked. 


8 Confine your remarks to facts; not hearsay. 


9 Do not use technical terms that judge and 
jurors may not understand. Use the lay 
expression—that is, after-effects for se- 
quelae; ear-drum for tympanic membrane; 
black and blue mark for ecchymosis. 


The Patient’s Property 


A word about patient’s property in the hos- 
pital. All valuable property is taken, listed, and 
placed in a vault for the patient until his discharge 
from the hospital. . The patient is permitted to 
keep small change (less than one dollar), toilet 
articles, and dentures. The hospital is responsi- 
ble for all property belonging to the patient and 
is therefore liable for loss. One item that seems 
to be lost frequently is dentures. The hospital 
has had to replace these dentures. These losses 
have been the result of careless handling of peo- 
ple’s property by the personnel on the ward. Such 
carelessness may result in the employee’s dis- 
missal. 


What the Hospital’s Engagement to Treat the 
Patient Implies 


Ordinarily, when a hospital undertakes to treat 
a patient without any special arrangement or 
agreement, its engagement implies three condi- 
tions: (1) That its physicians, nurses and at- 


tendants possess the requisite degree of learning, 
skill and ability necessary to the practice of their 
profession, and which others similarly situated or- 
dinarily possess; (2) that its physicians, nurses 
and attendants will exercise reasonable and or- 
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dinary care and diligence in the use of their skil] 
and in the application of their knowledge to the 
patient’s care; (3) that its physicians, nurses and 
attendants will exert their best judgment in the 
treatment and care of the case. 


The courts which favor exemption invariably 
add a qualification to the rule of non-liability for 
the negligence of its servants; that those charged 
with the duty of selecting employees for the hos- 
pital have used reasonable care in making such 
selection. But once an employee is found negli- 
gent in an action and is not dismissed, the hos- 
pital will be liable and responsible for a future 
negligent act of this employee. 


Handling Narcotics in the Hospital 


Finally a word about the handling of narcotics 
in a hospital. Registered physicians may dis- 
pense opium derivatives to persons in the course 
of professional practice only and vpon prescrip- 
tion. The Harrison Anti-Narcotics Act provides 
that it is unlawful for any person to purchase, 
sell, dispense or distribute, except in the original 
stamped package, opium, cocoa leaves or any com- 
pound salt, derivative or preparation thereof; ex- 
cepted from this provision are (a) a person who 
has obtained the drug from a registered dealer 
pursuant to a prescription written for legitimate 


- medical uses by a physician, dentist, veterinary 


or other duly registered practitioner, (b) a phy- 
sician, dentist, veterinary or other practitioner 
who in the course of legitimate medical purposes 
gives or administers to a patient, keeping a rec- 
ord, as required by law. 


Every physician, dentist, veterinarian or other 
person who is authorized to administer or profes- 
sionally use narcotic drugs, shall keep a record of 
such drugs received by him, and a record of all 
such drugs administered, dispensed, or profes- 
sionally used by him otherwise than by prescrip- 
tion. 


The hospital makes such a record, and this is 
kept for at least two years. These records are 
open for inspection by the Federal, state, county 
and city officials whose duty it is to enforce laws 
of this state relating to narcotics. 


In conclusion, then, we should appreciate the 
numerous possibilities of accidents in hospitals, 
errors and negligence on the part of the hospital 
staff and employees. We must ever be attentive, 
alert and on the job every minute we are on duty. 


We, in the hospital, have a serious job to per- 
form. We are dealing with life and death every 
minute of the day and we must take no chances. 


HOSPITALS 




















parents, and as a personal member of the 

American Hospital Association who takes 
rather seriously the American way of life—in- 
cluding the four freedoms—we would like to dis- 
cuss what has come to be known as the Social 
Security proposal as it affects hospitals. We would 
like to consider these provisions from the view- 
point of Patriotism, Practicability and Prudence. 


A S AN American born son of American born 


Patriotism does not necessarily include flag 
waving and other outward manifestations, but it 
does definitely include protecting the American 
people and American institutions against proposals 
that are distinctly un-American and that would 
tend to destroy those methods of living that by 
long experience and refine- 


"He Who Pays the Fiddler—" 


JOHN A. McNAMARA 


The Author 


@ John A. McNamara is Director of the 
Cleveland Hospital Service Association, 
Cleveland, Ohio. 





quent conferences held with the Social Security 
Board by representatives of the American Hos- 
pital Association in Washington, D. C., during 
which the Chairman of the Board emphasized that 
the Government had no program. It had a pro- 
posal but not a detailed program. It was, however, 
well known to everyone in the hospital field that 
the Chairman himself had a program. He has 
many times expressed his definite views without 

equivocation. An editorial 





ments, by years of patient 
toil, by careful experimen- 
tation, by the American 
idea of philanthropy and by 
the wholehearted sponsor- 
ship of all religious groups 
have proved to be sound 
and tenable. 


Practicability must mean 
only one thing — are any 
proposals regarding a 
change of the present mode 
of operation in the best in- 
terest of the United States, 


This article has been written and 
submitted by John A. McNamara as a 
personal member of the American 
Hospital Association. It expresses his 
personal views, first as an editor and, 
second, as the executive director of 
one of the oldest and largest hospital 
service plans. He has presented his 
conception of the Social Security Pro- 
posal from the viewpoint of the hos- 
pital and from labor with whom he has 
enjoyed many direct contacts. 


in the March 7, 1942, issue 
of the Journal of the Amer- 
ican Medical Association 
stated: 


“In numerous ad- 
dresses and in hearings 
before legislative 
bodies since 1938, Mr. 
Arthur J. Altmeyer, 
Chairman of the Social 
Security Board, has 
continued frequently to 
suggest cash benefits 
to persons unemployed 











its people, and its institu- 

tions. Is it desirable for our Country to scrap 
what has taken almost a century to build and em- 
bark on a wholly new method patterned after that 
practiced in countries whose philosophies of living 
are vastly different from ours? 


Prudence is prudence. It does not imply an un- 
warranted conservatism, a false contentment nor 
a return to the horse and buggy era. It should 
imply that we must not be lured into uncharted 
seas by the honied promises of the Lorelei only to 

- find that our unknown destination is the German 
or Russian form of hospitalization—full govern- 
mental control of hospitals and medicine. 


The Social Security Board’s Proposal 
As a premise for discussion, we must go back 
to the Budget Message of January, and the subse- 


May, 1942 






because of _ sickness, 
and the provision of constructive social serv- 
ices to supplement cash aids, including medi- 
cal care. Obviously every proposal of expan- 
sion of the Social Security program must, 
therefore, be viewed in the light of the ulti- 
mate goal set by Mr. Altmeyer.” 


And again quoting from the same editorial: 


“Various conferences in Washington with 
representatives of the Social Security Board 
yield the impression that the proposal of the 
President involved primarily a plan to in- 
crease taxation under the Social Security Act 
by one per cent of which half is to be paid by 
the worker and half by the employer, with a 
view to providing every insured worker or 
his dependents during periods of hospitaliza- 
tion with the sum of $3.00 a day.” 
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America is involved in a great war in which it 
is determined that Freedom and the American 
way oi life shall prevail. Is there any wonder, 
then, that almost one hundred per cent opposition 
by the hospital administrators of the Country 
would be aroused by a proposal that would with- 
out question lower the standards of hospitalization 
when the health of the people is so vital a part of 
our war efforts? 


At the present time voluntary nonprofit com- 
munity hospital service plans controlled solely by 
the hospitals themselves are making available in 
31 states where 112,000,000 people live complete 
hospital care for a worker and his dependents at a 
cost considerably less for the average cases than 
the tax that the Government suggests. Yet the 
Government proposes to pay toward the hospital 
bill $3.00 a day for a service that now costs the 
hospital closer to $6.50 a day and which is rapidly 
rising to newer heights. 


One extremely important point is the present 
guarantee of the hospitals to fulfill the contracts 
issued by its own associations. This guarantee 
which is a prerequisite for approval by the Ameri- 
can Hospital Association is a law in many states; 
it certainly would not be possible under the Social 
Security proposal for hospitals to guarantee that 
over which they had no control. It is equally 
true that the Government could not guarantee 
hospitalization to its policy holders. Confusion 
and chaos would quickly follow any attempts at 
such guarantees from either side. 


Average Pay in Industry 


Although the present average pay in 90 se- 
lected industries is $1720 per year, take two ex- 
treme cases—a bachelor or spinster with no de- 
pendents but a position paying more than $3000 
a year would face a total tax of $30.00 a year and 
would be allowed $3.00 a day when hospitalized, 
leaving a balance of $3.50 a day to pay. A fac- 
tory worker or farmer with a family of six and 
a cash income of $700 a year would be called upon 
to pay a tax of $7.00 a year and each one in the 
family would receive an allowance of $3.00 a day 
and be called upon to pay the difference of $3.50 
a day. The bachelor or spinster could do it—the 
factory worker or farmer could not, which would 
leave the hospital with a deficit of $3.50 a day 
below cost. Now the bachelor and spinster pay 
either $7.20 or $9.00 a year and receive full ward 
or semi-private service, while the factory worker 
or farmer pays for his entire family of six, $18.00 
a year for full ward service. However, it must be 
remembered that the farmer or worker will be 
six times the risk of the single person and he will 
not have the embarrassment of seeking and ac- 
cepting charity when hospitalization is needed—a 
charity that the hospital will not be able to give. 
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There are more workers and farmers than sin- 
gle subscribers and there are more families living 
on less than $1000 a year than there are single 
persons receiving more than $3000 a year, so hos- 
pitals might expect to have enacted time without 
number the sorry scene of the American work- 
man becoming an object of charity, which is. con- 
trary to the whole theory of social legislation. In 
a recently published letter Arthur J. Altmeyer 
stated, “The sound insurance approach is to as- 
sure that the benefits would provide a minimum 
protection from private sources through their pri- 
vate means.” 


The Inadequacy of a Three Dollar Per Day 
Hospital Benefit 


It is difficult to visualize the average worker 
knowing what the term “private means” means, 
let alone having any. But we think it is evident 
that these phrases are designed to build up in the 
hearts of the hospital administrators the hope 
that he is to receive more money with the Govern- 
ment lavishly handing out $3.00 a day for prac- 
tically every subscriber when as a plain, cold fact, 
it would result in quite the opposite. 


There is an alternative, however. The hospitals 
can contemplate scaling down their costs to meet 
the Government’s munificence. They can sacrifice 
on accommodations, eliminate private and semi- 
private rooms and increase the size of their wards 
to 40 or 50 beds, they can cut down on food and 
diets, abandon x-ray and laboratories, dispense 
with sterilization, reduce the number of nurses 
and maids, do away with much of the laundry 
work that is done today, reduce salaries, starting 
with the superintendent, and revert to a sort of 
Continental European type of hospitalization. 


We repeat—substandard practices will raise the 
present death rate. All this can be done to meet 
the $3.00 a day allowance, provided that you are 
still allowed to run your own institution. Louis 
Reed, who was connected with the Social Security 
Board, when discussing Government participation 
in hospitalization in his book “Health Insurance— 
the Next Step in Social Security” stated “He who 
pays the fiddler calls the tune,” which certainly is 
true. 


The proposal has been painted in glowing terms 
as a bonanza for hospitals. Three dollars a day 
from the Government and what the traffic will 
bear from the policy holder. Certainly alluring, 
but what does the policy holder think of all this? 


’ He would be asked to give up complete hospital 


care protection that he and his family now enjoy 
under the voluntary, nonprofit hospital controlled 
service plans and for a larger charge in many 
cases, take less than half the benefits and incur 
a debt to the hospital. Even if he were able to 
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pay we doubt that he would be willing to pay and 
none of us could blame him. The Government 
would say to him, “We are paying your hospital 
pill—it is not worth more than $3.00 a day.” - It 
would be interesting to witness any hospital su- 
perintendent arguing this point with a steel 
puddler from any of our big plants. 


How about the inequality of charging one 
worker $7.00 a year for his entire family and an- 
other $30.00 a year for himself alone, and giving 
identical benefits, that is, $3.00 a day? How long 
do you suppose this would go on without violent 
opposition by workers? 


We had luncheon the other day with one of the 
locally influential leaders of the C.I.O. Union and 
outlined this proposal of the Social Security 
Board. He gave, in not uncertain terms, his opin- 
ion that workers in all industries would rebel at 
any such a proposal and scoffed at the mention 
that this could conceivably be considered a war 
measure. 


Well, who does want the proposal? Workers? 
Almost all C.I.0. and A.F. of L. Unions have al- 
ready endorsed the nonprofit hospital service asso- 
ciations. So labor does not want it. In our Cleve- 
land Plan seventy per cent of all organized labor 
is enrolled. The employers? About eighty per 
cent of employers are cooperating with their local 
hospital in providing their employees with an 
opportunity of enrolling in the voluntary, non- 
profit plan. The doctors? They have expressed 
themselves many times against any such proposi- 
tion similar to the Government proposal. The hos- 
pital board of trustees made up of sound business 
men? Most certainly they would reject any pro- 
posal that would jeopardize their community’s 
health. The hospital administrator? Well, hardly. 
He should hate to see his hard work scrapped over 
night and himself reduced to a government 
clerk’s status and salary. The church? Hardly 
would any church countenance the first organized 
inroads of atheistic communism in the United 
States. The hospital supply people who now sell 
their wares to hospitals? Not they—they want 
to still stay in a competitive field so that they may 
advertise their goods in hospital magazines in a 
fair market rather than to go through the re- 
stricted channel of price competition of Govern- 
ment bids. Well, who then? And the echo ans- 
wers, “Who?” 


It has been said that this plan is a foot in the 
door for State Medicine. To this we cannot agree. 
It is not only a foot in the door, it is the entire 
body in the hospital—the complete and final 
wresting of the hospitals that have come from the 
people, are for the people, and are operated by the 


May, 1942 








people; and the transplanting of an atheistic, com- 
munistic, complicated and inefficient method of 
inferior management. We are asked to believe 
that this would be of the greatest benefit to the 
people of the Country and the hospitals of the 
Country, yet by any yardstick of patriotism, prac- 
ticability, and prudence it is perfectly patent that 
this is not the case. 


We would do well to heed the warning recently 
given by Dr. S. S. Goldwater, president of the 
Associated Hospitals of New York, and the domi- 
nant figure in the hospital field today— 


“The interposition of a Federal bureau- 
cracy, however well meaning, between labor 
and its sick, between communities and their 
hospitals, between patients and doctor can be 
viewed with complacency only by those who 
fail to grasp the intimate personal character 
of medical and surgical service, and the essen- 
tial need of flexible organization . . . Hospital 
service is about the last thing in the world 
that should be taxed in the manner pro- 
posed.” 


Consider, too, the pronouncement of the 
American Medical Association— 


“Among the important objections to the 
$3.00 per diem paying plan is the fact that 
the contribution would cover only a portion 
of the cost of necessary hospital care as 
defined in most of the voluntary hospitaliza- 
tion plans. The establishment by the Govern- 
ment of a fixed price per day for hos- 
pital service would inevitably tend here, as 
always in the past, to cause deterioration of 
such service to meet the fixed price.” 


No weasel words, these, nor evasive position. 


It should not be forgotten that in February the 
Board of Trustees of the American Hospital Asso- 
ciation approved the recommendations of the co- 
ordinating committee, and that it was understood 
that the President of the American Hospital Asso- 
ciation would appoint a committee consisting of 
the three present representatives of the American 
Hospital Association on the Joint Advisory Com- 
mittee, the Executive Secretary and an additional 
member to represent the Plans, and to safeguard 
the interests of the hospitals in this important 
matter. We assume that because of the serious- 
ness of this problem the committee has already 
had several meetings and we are anxiously wait- 
ing for an announcement. It would be inconceiv- 
able to think that the matter had been ignored. 


In closing may we quote from the “Policies and 
Program Recommended by the Hospital Service 
Plan Commission to the American Hospital Asso- 
ciation” on March 4: 
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“Local nonprofit hospital service plans 
sponsored by the hospitals, physicians, em- 
ployers and employees possess social and ad- 
ministrative advantages over commercial and 
government programs. They give full oppor- 
tunity to private leadership without introduc- 
ing a commercial motive into the prevention 
and care of illness. Without legal compulsory 
participation of additional taxation they pro- 


vide a national and individual service which 
can be readily adapted to local conditions and 
needs. 


“The recommendation to the United States 
Congress, that in view of the present rapid 
growth of voluntary medical and hospital 
service plans, they defer consideration of the 
inclusion of hospitalization payments in the 
Social Security Program.” 





Second Institute on Hospital Accounting 


The Second Annual Institute on Hospital Ac- 
counting sponsored by the Committee on Account- 
ing and Statistics, Council on Administrative 
Practice of the American Hospital Association, 
will be held at Indiana University, Bloomington, 
Indiana, June 22-26. This institute will have for 
instructors some of the most prominent hospital 
accountants in the country, among them C. Rufus 
Rorem, Ph.D., C.P.A., director of Hospital Service 
Plan Commission, American Hospital Associa- 
tion; Edward Clark, auditor of Genesee Hospital, 
Rochester, New York; Guy J. Clark, executive 
secretary of Cleveland Hospital Council, Cleve- 
land, Ohio; Arthur W. J. Beeney, accountant of 
Roosevelt Hospital, New York City; E. D. 
Witham, controller of Jewish Hospital, Cincin- 
nati, Ohio; Louis Hehemann, controller of Christ 
Hospital, Cincinnati; Davis H. Martin, controller 
of Hartford Hospital, Hartford, Connecticut; A. 
B. Cook, assistant director of University Hospital, 
Ann Arbor, Michigan; Leslie Reid, accountant of 
Albany Hospital, Albany, New York; Sister Marie 
Bernard, Sisters of Mercy Hospitals, Detroit, 
Michigan; C. H. Luma, accountant of Sisters of 
Mercy Hospitals, Detroit, Michigan; Charles C. 
Roswell, consultant on accounting of the United 
Hospital Fund, New York City; J. V. Class, con- 
troller of University Hospitals, Cleveland, Ohio; 
and Albert H. Scheidt, administrator of Miami 
Valley Hospital, Dayton, Ohio. 


The stated lectures will be on such important 
subjects as: Fraud in Hospitals; Budgetary Con- 
trol; Accounting for Endowment Funds; Prob- 
lems in Handling Private Group Insurance Ac- 
counts and Government Accounts; Organization 
of Admission; Control of Out-Patient Service and 
Charges; Control of Stores; Apportionment of 
Departmental Costs; Nursing Costs; Accounting 
Problems in Church Hospitals; Theory of Rate 
Structure and Rate Differentials; Inclusive and 
Flat Rates; and Presentation of Operating Data 
to the Administrator. 


The banquet, with the presentation of certifi- 
cates will be held on Friday, June 26. 


Tuesday, Wednesday, and Thursday evenings 
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are to be devoted to consultation service for 
individual problems and round table discussion. 
Dr. Louis Block, Division of Health and Disability 
Studies, Social Security Board, will be coordina- 
tor of the evening panel discussion. The round 
table topics will be depreciation, social security 
accounting problems, changing from a cash basis 
to an accrual basis, etc. 


A special feature of the Institute wili be a study 
group for accountants and administrators of 
smaller hospitals led by Robert H. Reeves, con- 
troller of Rochester General Hospital, Rochester, 
New York. 


Under the directorship of Graham L. Davis 
this Institute has been carefully planned to help 
solve the many problems confronting the person- 
nel of hospital accounting departments. 


Those who are arranging to attend the Account- 
ing Institute will apply to Stanley A. Pressler, 
Associate Director of Institute on Accounting, 
Indiana University, Bloomington, Indiana, for ap- 
plication blanks and other information. 

eee 


Second New England Institute for Hospital 
Administrators 


The Second New England Institute for Hos- 
pital Administrators will be held at the Harvard 
University Medical School, Cambridge, Massachu- 
setts, June 15-25, under the sponsorship of the 
American College of Hospital Administrators and 
the New England Hospital Association. 


Enrollment is open to qualified hospital ad- 
ministrators and assistant administrators. Dr. 
Charles F. Wilinsky, executive director of Beth 
Israel Hospital, Boston, is director of the Insti- 
tute; Frank E. Wing, director of Boston Dispen- 
sary and Boston Flating Hospital, Boston, is Co- 
Director; and Gerhard Hartman, superintendent 
of Newton Hospital, Newton Lower Falls, Massa- 
chusetts, is secretary-treasurer. 


Application blanks and other information con- 
cerning this Institute can be secured by writing 
to Gerhard Hartman, Secretary-Treasurer of the 
Institute, Newton Hospital, Newton Lower Falls, 
Massachusetts. 
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Negligence of Governmental Agency 


Daskiewicz, Admr. v. Board of Education of the 
City of Detroit (Mich.) 


Plaintiff brought suit based upon the fact that 
the decedent had been a medical student in a med- 
ical school operated by the defendant, and had 
received injuries as the result of a fall down an 
elevator shaft. The action was predicated upon 
the principal allegations to the effect that defend- 
ant maintained an automatic elevator in such con- 
dition as to render it unsafe for use. At the con- 
clusion of a trial to a jury the court allowed de- 
fendant’s motion for a direct verdict, and this 
appeal followed. The action of the lower court 
in entering an order directing the verdict in favor 
of defendant was approved. 


Cases similar to this one have arisen, dealing 
with the question whether a municipality, or a 
state, in operating a hospital, was engaged in a 
governmental, as distinguished from a proprie- 
tary function. It has been held quite generally 
that where a governmental agency is engaged in 
operating such an institution, as a part of its 
regular powers of government, then no liability 
can attach to that agency for the negligence of 
its agents, servants, or employees who are en- 
gaged in furthering the purposes, or operations 
in that regard. 


In the instant case the court said: 


“The law has long been settled in this State 
that, in the absence of a statute creating lia- 
bility, neither a school district nor the board 
of education representing the district can be 
held liable for injuries or damages caused by 
the negligence of its officers, agents, or em- 
ployees while in the performance of their 
duties, because they, in furthering the pur- 
poses of education, are in the exercise of a 
public or governmental function... .” 


e+ *e 


“The rule is generally recognized that a 
governmentally sponsored educational insti- 
tution does not lose its immunity from tort 
liability by collecting tuition fees to assist 
in defraying the cost of such institution.” 
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Recent Legal Decisions Important to Hospitals 






The court continued, directing its remarks to 
a quotation from another jurisdiction: 


“The underlying test is whether the act 
is for the common good of all without the 
element of special corporate benefit or pe- 
cuniary profit. If it is there is no liability; 
if it is not, there may be liability. That it 
may be undertaken. voluntarily and not un- 
der compulsion of statute is not of conse- 
quence.” 


By reason of this opinion, the jurisdiction of 
Michigan can well be classified as holding that the 
operation of a hospital, or sanitarium by a gov- 
ernmental agency, for the entire good of the pub- 
lic, and consistent with the charter power of that 
agency, would entail no liability for the negli- 
gence of the employees of the hospital. 


aera 


Suit by Visitor to Recover for Personal Injuries 
Sustained on Hospital Premises 


Annie L. Sandwell v. Elliott Hospital, Hillsbor- 
ough No. 3277. Jan. 6, 1942. 


ACTION ON THE CASE, to recover for personal 
injuries alleged to have been sustained by the 
plaintiff because of a fall upon the ice in the prem- 
ises of the defendant on February 15, 1939. Trial 
by jury resulted in a verdict for the plaintiff. 


The defendant excepted to the denial of its mo- 
tions for a nonsuit and for a directed verdict, also 
to a portion of the charge to the jury that the 
defendant had the duty of affirmative care with 
reference to the condition of the premises. Trans- 
ferred by Johnston, J. 


Sheehan & Phinney (Arthur A. Greene, Jr., 
orally), for the plaintiff. 


Thorp & Branch (Mr. Branch orally), for the 
defendant. 


Page, J. The defendant does not deny that a 
charitable institution may in some instances be- 
come liable to pay damages for its negligence. 
Its liability in this case depends, however, upon 
whether there was a breach of any duty of care 
that it owed the plaintiff. The existence of such 
a duty, and its extent, depend upon the nature 
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of the relationship between the parties. Tull- 
gren v. Company, 82 N. H. 268, 270; Frear v. 
Company, 83 N. H. 64, 67. 


The relationship, in this instance, arose from 
certain facts that are beyond dispute. The plain- 
tiff’s husband was a patient in the hospital, and 
he was near death. The plaintiff came upon. the 
defendant’s premises in order to visit him. The 
only access to the hospital from the street was 
by a driveway that was a glare of ice, from which 
the last sanding had been washed by rain several 
hours earlier, as was well known to the defend- 
ant’s superintendent. There was no separate 
footwalk. 


The plaintiff entered in the evening from a 
street that was well sanded. Before entering, 
she observed that the driveway was “a perfect 
sheet of ice,” and unsanded. She proceeded care- 
fully, but fell and was injured when. she at- 
tempted to step aside to avoid being hit by an 
outgoing automobile. 


The relationship of a patient’s visitor to a 
hospital has usually been described as that of an 
“invitee” or a “business visitor,” without refer- 
ence to whether the entrant is a pure caller, or 
comes to help the patient to enter or leave the 
hospital. Alabama Hospital Board v. Carter, 226 
Ala. 109; Cohen v. Hospital Society, 113 Conn. 
188; Greenfield v. Hospital Association, 16 N. Y. 
S. 2d, 729; Hospital v. Thompson, 116 Va. 101. 
The defendant accordingly inclined to that view, 
and presented the case as if the plaintiff were a 
“business visitor.” 


We are unable to follow that theory fully. The 
“business visitor” or “invitee” relationship de- 
pends upon the mutual benefit of the visit to the 
entrant and the possessor of the premises. Hobbs 
v. Company, 74 N. H. 116, 119; Castonguay v. 
Company, 88 N. H. 1, 3. If there would have 
been any benefit or advantage to the defendant 
in the plaintiff’s intended visit to her husband, 
if it would have had even. the slightest tendency 


to forward the business or promote the interests 
of the defendant, the benefit or the tendency 
would have been purely incidental. Those who 
enter a hospital merely to make a call upon a 
patient are of course suffered by the hospital to 
be there, but they come to see the patient, not 
the hospital. The primary mutuality of interest 
is that of the caller and the patient. 


A purely incidental benefit to the owner or 
possessor of land, from the social visit of a 
stranger on a “business visitor” of the former, 
may usually make the relationship between the 
caller and the possessor a border-line one as be- 
tween “licensee” and “invitee.” If in some cases 
the visitor may be regarded as an “invitee,” any 
doubt in this instance ought to be resolved in 
favor of the defendant. Such questions turn gen- 
erally upon principles of “fundamental justice 
and reasonableness.” Cavanaugh v. Railroad, 76 
N. H. 68, 72; Cf. McCaffery v. Company, 80 N. H. 
45, 52; Dillon v. Company, 85 N. H. 449, 452, 453. 


At this point we are met by the fact that the 
defendant’s “business” is that of a public charity. 
As such it is entitled to some consideration con- 
cerning its duty of care even to its patients, be- 
yond what an ordinary business corporation can 
claim. Welch v. Hospital, 90 N. H. 387, 347. 
Under the circumstances of this case, where mu- 
tuality of interest of the parties is faint, even 
if it exists at all, we conclude that the plaintiff 
is not to be treated as a “business visitor” of the 
charitable defendant. 


She stands no better than a “gratuitous li- 
censee,” to whom no duty is owed, as to the con- 
dition of the premises, except to warn of dangers 
actually known by the defendant and not open to 
ordinary observation by the plaintiff. Hashim v. 
Chimiklis, 21 A. 2d, 166, 91 N. H.; Locke v. 
Payne, 81 N. H. 266. Since the icy condition and 
its attendant dangers were fully observable and 
fully appreciated by the plaintiff, no duty was im- 
posed on the defendant. 

Judgment for the defendant. 





Two War Sessions in May Announced 
by College of Surgeons 


Two meetings in May—one on May 1 in Min- 
neapolis, the other on May 4 in Madison—will 
complete the series of twenty-five “War Sessions” 
which the American College of Surgeons has been 
conducting throughout the country to bring to 
the medical profession and hospital representa- 
tives authoritative information on enlistment and 
on medicine and surgery in military service and 
civilian defense. The Madison meeting was pre- 
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viously scheduled for April 29 but was postponed 
because of a conflicting medical meeting. 





Maryland-District of Columbia Hospital 
Association 
The Maryland-District of Columbia Hospital 
Association will hold its spring meeting in Hag- 
erstown, Maryland, on May 8, and its annual meet- 


ing at Carvel Hall, Annapolis, Maryland, Novem- 
ber 5 and 6. 
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Blue Cross 


Future of the Blue Cross 


If there has been any single enterprise in Amer- 
ican life during the past ten years which has dem- 
onstrated the resourcefulness of the American 
people in meeting their problems without govern- 
mental assistance, it has been the Blue Cross. 
While it has made no claim as a social service 
agency, almost all social workers have been quick 
to recognize that by removing the chief cause of 
the pauperization of millions of families—the hos- 
pital bill—Blue Cross has made a significant social 
contribution. Its uniqueness and strength have 
been due to these facts: each Blue Cross Plan is 
independent, each meets the problem of its own 
community, welding into effective relationship, 
hospitals, physicians, and subscribers—while pre- 
serving the independence and voluntary choice 
of each in a free and open market. If these are 
important factors in the strength of the volun- 
tary hospital system, every effort should be made 
to preserve them as essential characteristics. 


We believe that voluntary hospitals, private 
physicians and the people of this country can, by 
themselves, solve the problem of distributing 
health aids to all but relief families. It is only 
four years since the majority of the Blue Cross 
Plans were established. In this short time more 
than 9,000,000 subscribers have been enrolled in 
seventy-one approved plans. Additional millions 
will be enrolled in new low-cost ward plans such 
as are now being made available in many areas. 
It is not too optimistic a view to expect an enroll- 
ment of 6,000,000 subscribers in Blue Cross Plans 
of Penhsylvania within a comparatively short 
time. 


No magical solution to the problem of financing 
hospital care is going to be pulled out of a legis- 
lative hat. The ideal of wider distribution of 
hospital care at lowest cost to the subscriber is 
the basis upon which voluntary hospitals and Blue 
Cross Plans have together come forward in public 
esteem. The touchstone of- compulsory participa- 
tion will not give off miracles which cannot be 
achieved by voluntary leadership. 


—E. A. van Steenwyk, Chairman, Hospital 
Service Plan Commission, from a paper delivered 
before the Pennsylvania Hospital Association, 
April 15, 1942. 
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Plan News 


MINNESOTA: The March number of the News 
issued by the Minnesota Hospital Service Asso- 
ciation lists 98 member hospitals now affiliated 
with the Plan. Of this total, 20 were added 
during the past year. Service on a hospital con- 
tract basis is now available to MHSA subscribers 
in any part of the state. 


* * 


YOUNGSTOWN, OHIO: A luncheon, April 27, 
celebrated the attainment of 100,000 subscribers 
and payment for 136,000 days of hospital care, 
by Associated Hospital Service, Inc. The speaker 
was Chief Justice Carl V. Weygandt, Supreme 
Court of Ohio. The Mayor, William B. Spagnola, 
proclaimed Hospital Service Week in honor of 
the occasion. 

* * * 


ROCHESTER: With visibility zero, James Sin- 
gleton made a three corner landing, came into the 
world on the beam of a flashlight, and became 
Rochester’s “Blackout Baby.” He is the son of 
Mr. and Mrs. Herbert Singleton, and was a Plan 
baby. Mrs. Singleton was a former Plan em- 
ployee. 


HOSPITAL. 
MEDICAL 





Street-level service office of Michigan Hospital Service, 
John R. Mannix, Director. Greatly increased enrollment 
during the past year, with a corresponding rise in direct pay- 
ments, resulted in an acute volume of elevator traffic to the 
upper-floor offices of the Plan. Cashiers and information 
clerks in the above office serve the public efficiently and 
route traffic away from the administrative office. The Plan 
now occupies 26,000 feet of floor space in the Washington 
Boulevard Building. 
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] Motion Picture— An Educational Medium | 


Apparently, it is not necessary to “sell” hos- 
pitals on the educational value of motion pictures. 
Hospital administrators have shown as much 
enthusiasm as Blue Cross Plan directors in ar- 
ranging showings of the one-reel film “The Com- 
mon Defense,” made possible by a grant from the 
Simmons Company. More than 50 films are be- 
ing placed in theatres by hospitals and Blue Cross 
Plans during the week of May 12, National Hos- 
pital Day, in addition to 100 being used for pri- 

_ vate showings. During the coming year the film 
story of hospitals and Blue Cross Plans will reach 
an audience numbering well into the millions. 


The Hospital Service Plan Commission pro- 
duced the film to emphasize the importance of 
prompt treatment in a good hospital. The picture 
is timely during the war effort, because of its 
photography and subject matter. It is such an 
excellent production—in the eyes of professional 
critics—that a number of theater owners contem- 
plate including this “short” in their regular pro- 
grams during the coming year. 


Hospital administrators may arrange through 
their local Blue Cross Plans for showings to their 
employees, staffs, board members, and other 
groups. Subject to prior reservations, hospitals 
in areas without Blue Cross Plans may rent either 
16 or 35 millimeter films at one dollar per day. 
Copies may be purchased from the Hospital Serv- 
ice Plan Commission, at cost price of $15.00 for 
the 16 mm. size, or $39.00 for the 35 mm. size 
for theaters. Ten days’ time is required for 
delivery. CHE. 








SCENES FROM THE SIMMONS FILM, “THE 
COMMON DEFENSE,” produced by the Hospital 
Service Plan Commission for use by Plans and 
member-hospitals. 


1 Selecting the cast 

2 The cameras roll 

3 “Take her to the hospital” 

4 Blue Cross card paves the way 
> Operating room scene 

6 Well again, home tomorrow 
7 Theaters feature picture 


8 Nurses distribute leaflets in theater lobby 
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Hospitalization Report 


The average number of admissions per partici- 
pant year, after being corrected for length of 
month, increased five per cent during February 
over January. These figures were based upon 
8,082,500 participant months of membership, and 
65,966 reported hospital admissions. 


The actual number of hospital admissions in 
February were somewhat less than during the 
month of January. There is no evidence of un- 
usual or excessive hospitalization among subscrib- 
ers to Blue Cross Plans during the first two 
months of 1942. 


Decrease from February to March 


The annual rate of hospital admissions in March 
‘was 104 patients per thousand Blue Cross Plan 
participants. This represented a decrease of two 
patients per thousand participants from February 
experience. The incidence of hospitalization in 
forty plans during March was the same or less 
than during February; in twenty-two plans there 
was an increase. 


The March 1942 admission figures are based 
upon 8,265,831 participant months of member- 
ship and 73,069 reported hospital admissions. The 
data were submitted by 62 Plans with 98 per cent 
of the total membership in the 65 Plans which are 
members of the American Hospital Association. 

M. J. Norby, Research Director 


Plan News 


CLEVELAND, OHIO: The current issue of the 
employees’ house organ sets one million subscrib- 
ers as the immediate goal of Cleveland Hospital 
Service Association. That figure will represent 
70 per cent of the population of the metropolitan 
area served by the plan. 

* * * 

Los ANGELES, CALIFORNIA: The Fourth An-— 
nual Banquet of Hospital Service of Southern 
California was given April 6 in the Hollywood 
Roosevelt Hotel. The chief speaker was John R. 
Mannix, executive director, Michigan Hospital 
Service. The Annual Report, which was mailed 
to member hospitals, indicates a steady growth, 
mentions an important revision of contract, and 
points toward future expansion. The newspapers 
generously gave space to cover the occasion. 

* * ce 

HUNTINGTON, WEST VIRGINIA: Robert J. 
Marsh, executive director of Huntington Hospital 
Service, Inc., was recently elected president of 
the Rotary Club. Thus Mr. Marsh’s interest in 
community development finds outlet in Blue Cross, 
Rotary, and Community Fund, in all of which 
organizations he holds directorial positions. 
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In a_ statement made before 
newsreel cameras at a recent labor 
rally in Pittsburgh, Paul V. Mc- 
Nutt, Federal Security Adminis- 
trator, again endorsed Blue Cross 
Plans. The Hospital Service As- 
sociation of Pittsburgh, Abraham 
Oseroff, Vice President, plans to 
use the movie as part of its longer 
film which is being shown 
throughout Western Pennsylvania 
in celebration of the recent en- 
rollment of the 500,000th sub- 
scriber, 








INTRODUCTORY FRAME: Federal Security Ad- 
ministrator Paul V. McNutt commends Hospital 
Service Association of Pittsburgh. Five hun- 
dred thousand persons in Western Pennsylvania 
receive health protection. 

Mr. McNutt Seated at Table Before Microphone. 
Neutral Background. Semi-long Shot 

Mr. McNutt: In order to protect the health 
and productive capacity of the Nation during the 
war emergency the Office of Defense Health and 
Welfare Services has endorsed and encourages 
participation by employers and employees in 
group payment plans for hospital service. 
Medium Shot 

Mr. McNutt: These nonprofit, community 
sponsored plans combine the principles of pri- 
vate initiative and hospital service, and to date 
have enabled more than 8,000,000 Americans to 
place hospital care in the family budget along 
with other necessities. 

Closeup 

Mr. McNutt: Good health is necessary to our 
war effort. We must keep fit for work and serv- 
ice at all times. And so I congratulate the citi- 
zens of Western Pennsylvania and the 95 commu- 
nity hospitals sponsoring the Hospital Service 
Association of Pittsburgh upon the enrollment 

‘of over a half million members. 





Carolinas-Virginia Blue Cross Conference 

Meeting concurrently with the Carolinas-Vir- 
ginias Hospital Conference, representatives of 
Blue Cross Plans held a three-day conference at 
the John Marshall Hotel, Richmond, Virginia. 
Chairman of the conference was M. Haskins Cole- 
man, Jr., executive director of the Richmond Hos- 
pital Service Association. Primary subjects of 
interest were the development of medical service 
plans, payments to member and non-member hos- 
pitals, public education activities, and rural de- 
velopment. 

Thomas C. Boushall, the first president of the 
Richmond Hospital Service Association, addressed 
the Blue Cross representatives at a special lunch- 
eon meeting on Friday, April 17, with Robert C. 
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Baker, president of the Association, as chairman 
of the meeting. Mr. Boushall emphasized the 
importance and contribution of voluntary leader- 
ship in the health field and looked tcward the 
time when Blue Cross Plans would serve a sub- 
stantial portion of the entire population of the 
United States. 


Guest speakers at special meetings of the Blue 
Cross Plans were E. A. van Steenwyk, Philadel- 
phia, chairman of the Hospital Service Plan Com- 
mission; R. F. Cahalane, Boston, chairman of the 
Public Education Committee; J. Douglas Colman, 
Baltimore; Dr. Louis E. Jarrett, Richmond, and 
C. Rufus Rorem. 

Among the Hospital Service Plan executives 
and department heads who participated in the 
program were the following: Robert J. Marsh, 
Huntington, West Virginia; John H. Wright, 
Richmond; John Hart, Charleston; J. W. Gray, 
Greenville; E. V. Crawford, Chapel Hill; W. A. 
McCue, Bluefield; Ray Wyland, Parkersburg; 
Francis I. Libby,- Lynchburg; Miss Ernestine 
Akers, Richmond; L. O. Key, Roanoke; E. M. 
Herndon, Durham; Dr. R. O. Rogers, Bluefield. 


———— eee 


Plan News 


NEW JERSEY: The winners of the National Hos- 
pital Day poster competition were featured in 
the Newark papers recently, and the formality 
of presenting the $200 first prize was recorded 
in three column photographs. On behalf of the 
American Hospital Association, H. Theodore 
Sorg, President of Hospital Service Plan of New 
Jersey, made the presentation of award. The two 
artists who collaborated in production of the pho- 
tograph, the nurse model and the little boy in 
the wheel chair were all present at the ceremony. 

* %* * 

MICHIGAN: The State of Michigan passed a 
law (Senate Enrolled Act No. 90) effective Jan- 
uary 1, 1942, which permits County Road Com- 
missioners to pay part of the cost of hospital 
service protection for county employees. The leg- 
islation was requested by the Oakland County 
Road Commission which was interested in pay- 
ing part of the cost of the Michigan Hospital 
Service Plan. 

* * * 

“Two Million Days Saved,” a brochure pre- 
pared by the Commission, has been ordered in 
excess of 100,000 copies by approved plans for 
distribution to employers in their area. The art 
work is by Elmer Jacobs, nationally known artist; 
pictures are from Passavant Hospital, Chicago, 
with the exception of a striking picture of a mod- 
ern nursery which was supplied by Dr. J. C. 
Scully of Marinette General Hospital, Marinette, 
Wisconsin. 
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Practical Problems of Hospitals in Wartime 


WALTER M. METZGER 


changes take place in the economic life 

of a nation and its people. Many of us 
remember vividly our experiences in World War I. 
Retail prices skyrocketed, the cost of living 
soared and the value of the dollar depreciated, and 
almost overnight we were in the midst of an 
inflation, the effects of which can still be felt. In 
World War II a definite effort is being made to 
avoid a similar occurrence. By legislation, by re- 
striction of credit, by establishing ceilings on re- 
tail prices and by regulations affecting priorities, 
rationing and price fixing and by other means, 
attempt is being made, partially successful, in 
maintaining an economic balance. The attempt 
is not and cannot be completely successful. 


O eisnees in time of war, far reaching 


Increase in the Cost of Commodities 


It is obvious that hospital operating costs have 
increased materially since the outbreak of war in 
Europe in the fall of 1939. Inspection of the 
tables issued by the McGill Service, which can 
certainly be regarded as an authoritative source 
of information, we learn the following facts. The 
index for all commodities (this is comprised of a 
study of 119 commodities) reads, in March 1939, 
68.2, in March 1942 it reads 94.7. The accepted 
base is an index of 100 for 1926. This represents 
an advance of approximately 35 per cent. We do 
not have accurate information, so that we can 
know if commodities commonly used in hospital 
operation have followed this same general trend. 
When we examine individual items, however, that 
are bought in quantity by hospitals, such as drugs, 
chemicals, cotton goods, paper products and soaps, 
we are led to believe that hospital operating costs 
do at least follow this general trend and may even 
exceed it. 


The Payroll 


Since the cost of commodities represent only a _ 


portion of the expense of running an institution 
we must make further investigations. The total 
expense is composed in part of the materials and 
equipment that we use and consume and in part 
of the salaries that we pay to our personnel. Ex- 
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perience shows that payrolls take up on an aver- 
age close to 50 per cent of the total expense 
budget. Obviously, this figure varies and is in- 
fluenced by the type of hospital, by its geographic 
location, by the standards it maintains and prob- 
ably by other factors unique to the individual 
institution. I have no statistics available to tell 
me accurately how much hospital payrolls have 
advanced since the fall of 1939. From contacts I 
have had with other institutions in this area and 
in other parts of the state, I believe we can accept 
a 10 per cent increase as a good average figure. 
In passing I want to warn anyone who attempts 
to check his own experience to make a cautious 
analysis. A comparison of the September 1939 
with the March 1942 payroll may show a greater 
increase. Where this is the case, a careful 
analysis will probably also show that the increase 
is due in part to increased patient load (which 
reflects, of course, in added income) or to expan- 
sion. The actual increase in salaries, however, 
occasioned by the trend of the times, the rise in 
living costs, will in all probability stay well within 
the 10 per cent suggested above. 


Increased Operating Cost 


In summary, if we accept the figures in the 
above discussion, we are faced this year with an 
increased operating cost, over September 1939, 
of approximately 35 per cent for commodities and 
10 per cent for wages and if wages represent 
approximately one half of our total expense, the 
overall increase in our expense budget would be 
221% per cent; for case of further computation let 
us say 25 per cent. 


Maintaining the Balance Between Income 
and Expense 


Theoretically, since the average hospital does 
not make a profit and works on a balanced budget, 
it would have to pass this increased cost on to 
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patient by the simple expedient of increasing all 
rates and fee schedules a like per cent. This is 
largely what is happening to us, when as con- 
sumers we are paying higher prices for the things 
we have to buy. We can readily see, however, 
that we cannot apply this principle in a practical 
way in hospital administration. Just imagine the 
room rate for a 2-bed room which is now priced 
at $6.00 a day, increased 25 per cent to $7.50 a 
day, or a private room from $8.00 to $10.00; con- 
tinue this for auxiliary services, the answer is 
obvious—it can not be done. Almost all hospitals 
have at some time during the past two years 
stepped up charges and fee schedules and they 
may again in the course of the year make further 
advances, but I doubt if there are any instances 
where the mark-up anywhere near approaches 25 
per cent. 


If we are to maintain a balance therefor be- 
tween expense and income, something must be 
done about expense. It is paradoxical that in a 
time of plenty, that is, when national payrolls 
are at an unprecedented high and a great deal of 
money in circulation, we must think of economiz- 
ing and cutting down expenses. 


But this is the situation and we had better face 
it. The period in which we are living fortunately 
lends itself peculiarly to a planned program of 
conservation and economy. Traditionally, we can- 
not lower standards of medical care and we have 





no desire or intention to do so. We begin to 
weigh more carefully, however, what is essentia] 
and what is merely luxury or frills. In many 
instances because of curtailed production, com- 
modities are available to us in limited quantities 
and consumption is reduced without planned effort 
on our part. With our nation at war and which, 
at this stage, is a desperate struggle with the 
outcome not at all assured, we are rapidly adapt- 
ing ourselves to a psychology of sacrifice and 
conservation and elimination of waste. The pub- 
lic press reminds us almost daily that it is a 
patriotic duty. Trade journals give specific sug- 
gestions and instructions relating to the trade or 
industry they represent, hospital journals and 
publications among them, and today we have 
listened to a paper on conservation of materials 
and supplies. 


All these factors will have a direct bearing on 
helping us reduce our operating costs. I think we 
should take advantage of this situation because 
it is vital to our country in its time of need and 
because it is essential to a balanced budget. 


Just what the future holds in store for us as 
hospital administrators is difficult to predict. It 
is apparent, however, that major changes are still 
ahead. It is a time for caution, for hard work, 
willingness to adjust and ability to do so quickly 
and above all, a time to keep up our courage and 
a time for prayer. 





Surgeons' Gloves 


A telephone and telegraph survey of thirty-four 
general hospitals throughout the United States, 
and varying in bed capacity from 200 to 1000, 
showed that these hospitals used an average of 
1.55 pairs of surgeons’ gloves per bed per month; 
18.6 pairs of surgeons’ gloves per bed per year. 


There is a total of 720,815 hospital beds in the 
general hospitals of the United States, including 
dispensaries of the nervous and mental hospitals 
and the tuberculosis institutions. These are com- 
parable in. their professional services and the use 
of surgeons’ gloves with the other general hos- 
pitals throughout the country. Based upon the 
use of 1.55 pairs of rubber gloves per month in 
these general hospitals, there is a total monthly 
consumption of surgeons’ gloves for this group of 
1,117,263 pairs. 


In the custodial and domiciliary institutions of 
the country, having a total of 679,726 beds, there 
is a limited use of surgeons’ gloves by this class of 
institution, conservatively estimated at four pairs 
of gloves for each bed per year, or 226,500 pairs 
per month. 
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The gross total of all hospitals of all classifica- 
tions — general, domiciliary, and custodial — is 
1,348,763 pairs per month. It is interesting to 
note that there has been a slight increase in the 
use of surgeons’ gloves in general hospitals dur- 
ing the past five years. A similar survey, but 
more extensive, some five or six years ago showed 
the use of surgeons’ gloves at that time averaging 
six pairs per surgeons’ gloves per bed per year. 





In the Army Now 


Many of our readers will be interested to know 
that Rossman A. Smith, manager of A. W. Diack, 
Detroit, Michigan, left early in March to join the 
armed service of the United States Army in chem- 
ical warfare. Both Mr. and Mrs. Smith have at- 
tended many of the American Hospital Associa- 
tion conventions and are well known in hospital 
circles. 


Mr. Smith has arranged his affairs to take care 
of his absence from the company through 1945, 
‘ which is a “new high” in preparedness. 
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When Patient Leaves Tuberculosis Sanatorium 


Against Advice of Physician 


EMIL FRANKEL 


ing the fourteen state and county tuber- 

culosis sanatoria in New Jersey during 
the six month period ending December 31, 1941, 
more than 34 per cent did so against the advice 
of the physician. 


O one thousand tuberculous patients leav- 


The experience of the various sanatoria varied 
widely. In two sanatoria, fewer than 10 per cent 
of the patients who left did so without the physi- 
cian’s consent. There were three sanatoria where 
more than 50 per cent of the discharges were with- 
out consent of the physician, including one institu- 
tion where the proportion of such cases was al- 
most 70 per cent. 


Adult male patients were more likely to leave 
without the doctor’s consent than were female 
adult patients, the proportions being 38 per cent 
for adult male patients, and 30 per cent for adult 
female patients. 


Negro patients were less willing to remain in 
sanatoria than were white patients, the propor- 
tions leaving without consent being 41 per cent 
of Negro patients discharged as contrasted with 
34 per cent among white discharged patients. 


Patients who leave tuberculosis sanatoria with- 
out the consent of the physician interrupt bene- 
ficial treatment which is to their advantage per- 
sonally, they imperil the health and well-being of 
their families and others who surround them, and 
they form a potential source of infection to their 
communities. 


The Public’s Right to Protection 


The views expressed by the administrators of 
tuberculosis sanatoria and league secretaries re- 
flect the strong feeling of the public that a patient 
offering a potent source of infection should not be 
allowed to go home where he might pass on the 
disease to others; and that in such a case the laws 
which have power of restraining him from leav- 
ing the sanatorium might well be invoked. Like- 
wise legal coercion should be employed in getting 
patients to the sanatorium who have tuberculosis 
in the infectious stage but who refuse to enter 
a sanatorium upon the doctor’s advice. 


That the problem of applying certain legal 
means in the present-day tuberculosis program is 
a pressing one may be gauged from the resolu- 
tion adopted at a recent meeting of the New Jer- 
sey Tuberculosis League calling for “adequate 
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control of tuberculosis cases in infectious stages 
of the disease as evidenced by positive sputum” 
and pledging “our support to enforcement of ex- 
isting laws requiring their supervision and court 
commitment when essential to community wel- 
fare.” 


There is a strong conviction on the part of san- 
atorium directors, clinicians, tuberculosis secre- 
taries and other public health workers as to the 
importance of enforcing sanitary controls protect- 
ing the community against tuberculosis with force 
and energy equal to that applied in cases of small- 
pox or typhoid fever. 


For some thirty years New Jersey has had a 
law on its statute book under which certain pa- 
tients may be committed to and restrained from 
leaving county tuberculosis sanatoria: 


“Isolation of recalcitrant patients. A per- 
son committed to the county tuberculosis 
hospital who fails to remain there or refuses 
or neglects to obey the rules and regulations 
of the institution may, when in the judgment 
of the superintendent necessary, be isolated 
or separated from other persons and re- 
strained from leaving the institution.” 


“Commitment or failure to observe rules. 
A person who fails to obey the rules or regu- 
lations promulgated by the state department 
of health for the care of tuberculous persons 
and for the prevention of the spread of tu- 
berculosis, or is an actual menace to the com- 
munity, may be committed to the county hos- 
pital by any judge of the court of common 
pleas upon proof of service upon him of the 
rules and regulations and proof of violation 
thereafter, or upon proof by any health of- 
ficer of the municipality in which the person 
may reside that he is suffering from tubercu- 
losis, and is an actual menace to the com- 
munity.” 


Experience With Attempts to Enforce the 
Present Law 


There seems to be an agreement that the en- 
forcement of the law should only affect those re- 
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fusing sanatorium care who obviously constitute 
a menace to the household in which they live and 
to the public in general. 


Persons with a constant cough, and high bacil- 
lary count, who have intimate household contacts 
with children and young adults, careless hygienic 
habits and who are in danger of contaminating 
food and water supplies should be effectively re- 
strained by law. 


Persons with controlled cough, scanty sputum 
of low bacilliary count, good hygienic habits liv- 
ing in households without children or young 
adults, with proper isolation and avoidance of pub- 
lic gatherings should have their civil rights and 
personal wishes respected. 


In commenting on experience with the existing 
New Jersey laws, one sanatorium director has 
expressed the view that “our difficulty is due to 
the fact that we do not have the backbone to fol- 
low up with legislation we already have.” An- 
other sanatorium director spoke of having “suffi- 
cient legal authorization for involuntary commit- 
ments of patients but it is seldom invoked because 
public opinion is not behind it.” 


Lack of Popular Support for Enforcement 


Running through the communications received 
was a frequent reference to the “apathy” shown 
by the public and by local health agencies to this 
problem. They speak of the “ridicule” vented on 
those who “attempt to confine” tuberculous pa- 
tients. One sanatorium head reported, relative 
to patients leaving his institution without consent 
—“when we think this class of patient will not 
receive adequate care at home, or will be a menace 
to his family or community we report them to the 
Board of Health but nothing is ever done.” The 
secretary of the tuberculosis league in this coun- 
try wrote, “I think there should be some definite 
education among the Board of Health Officers in 
order to get cooperation in enforcement of the 
law.” 


Technical Difficulties In Securing Commitments 


Frequent reference was made to the fact that 
the present law is a “long drawn out procedure” 
and that “several weeks or months elapse before 
the case can be heard.” 


In many quarters, the sentiment was expressed 
that the present law is inherently difficult to en- 
force because the evidence required (positive 
sputum, carelessly disseminated) can rarely be 
obtained without the cooperation of the patient 
and his family. This experience was reported 
both by public health nurses working in the com- 
munity and by sanatoria heads. 
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In one metropolitan county, however, the super- 
intendent of the sanatorium, the director of the 
tuberculosis league, the executive of a local anti- 
tuberculosis association, and a local public health 
physician were unanimous in agreeing that the 
present law provides ample protection, that courts 
are prompt to act in the rare cases where recourse 
to force was necessary. 


Declaring the present law, “workable and prac- 
ticable” the group most closely identified with its 
application in the county expressed its confidence 
in present methods. They report that they have 
not faced any formidable technical difficulties in 
the way of preparing evidence, they have had the 
closest cooperation of Iocal boards of health and 
courts. No harmful results or lasting enmities on 
the part of patients were noted, and no antago- 
nism or difficulties in community relations came 
about because of the use of compulsion in extreme 
cases. On the contrary, the patients’ families and 
friends, and their neighbors generally, were re- 
ported as being “even a bit plaintive because it 
had not been undertaken sooner.” 


Commitments as Seen by the Sanatorium 
Superintendent 


In the county sanatorium there have been as 
many as 30 committed patients at one time. 


No difficulty is reported in collecting the statu- 
tory evidence. The superintendent wrote: 


“When we request commitments, we usu- 
ally have positive evidence from our own lab- 
oratory. As to carelessness and neglect, we 
know that from our observation of the indi- 
vidual while at the Sanatorium.” 


“When a patient desires to leave . . . and 
our records show that he has a positive spu- 
tum and that home conditions are not good, 
I request the local health department that 
the patient should be committed. The health 
officer makes the complaint and the municipal 
attorney appears before the judge. A hear- 
ing is held and evidence submitted either by 
a letter from me or by the appearance of the 
local tuberculosis nurse or both. Occasionally 
the patient appears or members of his fam- 
ily ... In my experience the courts have 
never refused to commit a patient on re- 
quest.” 


This same superintendent refers again and 
again to the “splendid cooperation of the local 
health departments in our county.” Conferences 
have been held at the sanatorium attended by the 
health officers to work out procedures to facilitate 
commitments when necessary. Frequently, the 
superintendent manages to have the local health 
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officer or tuberculosis nurse try to persuade the 
patient to remain before seeking commitment. 


One difficulty was reported. “In smaller mu- 
nicipalities, where the town counsel is not on an 
annual salary basis, but on a per case basis, the 
health officer is sometimes reluctant to commit 
a patient because of the fee involved which is 
charged against his small budget.” 


Commitments as Seen by a Local Tuberculosis 
League Secretary 


The comments of a local anti-tuberculosis league 
executive secretary amplify the picture of the 
way all concerned with combating tuberculosis 
work together in compelling the maintenance of 
sound health practices. 


The legal difficulties appear to be non-existent 
in the experience of this agency. 


“Those whom we have recommended for 
commitment have been committed. None 
have been refused by the judge. In fact, the 
judges are very sympathetic with the need 
for placing such patients in custody. We are 
not required to present witnesses in the court 
who have seen the patient expectorating 
carelessly. 


“We have experienced no harmful effects 
(in community relations). Patients who have 
been committed, without exception, have re- 
gretted their foolishness. We think that the 
advantages of having the community know 
that recalcitrant patients can be sent to the 
sanatorium against their will have been great 
and far outweigh any disadvantages. 


“The present law is adequate. I would 


be loathe to change it.” 


The City Clinician and Compulsory Commitments 


The extent to which the public is interested in 
being protected against tuberculosis is indicated 
in information supplied by a physician employed 
in a city health department to direct its tubercu- 
losis work. He wrote: 


“Since 1932, we have been committing pa- 
tients . . . Complaints are made to us by a 
member of the patient’s family, or by reliable 
persons who have rooming houses where a 
careless patient is living. The proof of the 
violation is verified by the supervisor of 
nurses. A formal complaint is made by the 
health officer. A hearing date is set and a 
two days’ written notice is served on the pa- 
tient thereby giving him an opportunity to 
prepare himself. The hearing is held by the 
judge in the presence of the City Counsel, 
supervisor of nurses, patient, patient’s coun- 
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sel, if he has one, and the person making the 
original complaint. When the hearing is com- 
pleted, the patient is taken directly to the 
sanatorium. 


“We have experienced no harmful effects 
upon patients committed and ourselves, nor 
have we had any difficulty with other patients 
knowing of such commitments.” 


The County Secretary’s Views 


The executive secretary of the tuberculosis 
league summed up the sentiment of workers in 
this county: 


“Judging from the way commitments work 
in this county, the law is now adequate. 
When a health officer has clear grounds for 
complaint that the public is endangered by 
the patient’s remaining out of the sanatorium, 
judges are very willing to commit. The sana- 
torium has no restraining facilities but the 
facet that if they walk out when under com- 
mitment, patients can be picked up by police 
and placed in the sick ward of the county jail 
as a restraining influence.” 


Proposed Legal Remedies 


Embodied in the letters received from areas not 
satisfied with the operation of the present regula- 
tions for the control of careless and menacing 
tuberculous patients, were a number of sugges- 
tions for simplifying and clarifying the existing 
law. The general view toward an ideal law was 
that it should be “as simple and direct as possible” 
and that the agency having responsibility should 
have “sufficient especially experienced workers.” 


Three suggestions were received which would 
eliminate the local boards of health lacking profes- 
sional staff from any responsibility in the commit- 
ment process. One called for review by a stand- 
ing board of medical experts appointed by the 
court whenever a question of compulsory commit- 
ment arose. The second suggestion called for the 
adoption of a procedure similar to that used in 
committing mental patients, the signature of two 
reputable physicians on commitment papers pro- 
cured from the court automatically assuring com- 
mitment, subject to later appeal. The third sug- 
gestion proposed that complaints be made to the 
office of the county prosecutor of the pleas rather 
than to local boards of health. 


On the other hand, two proposals were received 
suggesting that municipal or district courts be 
given power to order commitments to avoid delays 
which appear difficult to avoid in the county 
courts of general jurisdiction. 


Other proposals called for the development of 
social controls to make it undesirable to fight ad- 
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mission to sanatoria. One such proposal called for 
the placarding of homes of tuberculous patients 
who should be in sanatoria, as is done with other 
communicable diseases. Another called for the re- 
fusal of relief to families where there was a 
tuberculous patient who refuses to be institu- 
tionalized for his own good and the protection of 
the community. 


Two suggestions for meeting the difficulty 
caused by inability of sanatoria to prevent pa- 
tients from leaving were repeatedly made in the 
survey responses. One called for the development 
of isolation wards in existing sanatoria where 
involuntary patients could be safely housed. The 
alternate proposal suggested that a central insti- 
tution be established to receive such patients, in 
this manner avoiding any possibility that existing 
sanatoria might be stigmatized as places of de- 
tention. 


Dangers Inherent in Compulsory Methods 


Taking the long view, many letters expressed 
doubt as to the advisability and wisdom of using 
legal means, either to restrain patients from leav- 
ing the sanatorium or to obtain commitments. 


A clinic physician found it difficult to see how 
the tuberculosis case workers can maintain their 
present status as the patient’s best friend if at the 
same time the patient feels that the same worker 
is a law officer ready to prosecute him. 


Others have raised the question that in as much 
as there is a waiting list in almost all sanatoria, is 
it fair to use facilities for unwilling patients 
which are needed for patients voluntarily seeking 
admission. One sanatorium director held that it 
is of greater advantage to the community to take 
an individual who desires to be cooperative.... 
rather than a patient who will consider his com- 
mitment as a punitive measure. 


Indeed, the fear is expressed that compulsory 
commitments may endanger the effectiveness of 
the campaigns for early diagnosis and treatment. 
Said one public health official, 


“too much emphasis on compulsory commit- 
ment may be an influence against early ex- 
amination and reporting of new cases.” 


The secretary of a tuberculosis league feared lest 
the use of legal powers to commit patients against 
their wills might— 


“force patients into a state where regulations 
are less strict and where they will hide the 
fact that they have tuberculosis.” 


Why Patients Leave Sanatoria Against Advice 


Thus far this paper has dealt with the law as 
it relates to efforts to control unwilling and care- 
less patients suffering from tuberculosis. 
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If we are to get at the roots of the problem, it 
becomes tremendously important to know why 
tuberculous patients leave the sanatorium against 
advice. 


The underlying reason why tuberculous pa- 
tients leave the sanatorium against medical ad- 
vice, and the order of importance of these reasons, 
have been given by the sanatorium directors, clinic 
physicians, and tuberculosis secretaries as fol- 
lows: 


1 Reasons associated with concern over 
affairs at home, including— 


Worry over family finances and eco- 
nomic status 


Worry over security of family affection- 
al ties, including concern over fidelity 
of spouse, other aspects of marital 
adjustment, arising when his family 
writes or visits too much or too little 


Old-fashioned “homesickness,” the crav- 
ing to return to familiar associations 
and environments 


2 Reasons associated with problems of hos- 
pital adjustment— 


Dissatisfaction with professional care; 
progress too slow, attention too imper- 
sonal, and disinterested, or seems an- 
tagonistic 


Inability to adjust to institutional regime, 
sanatorium life monotonous, nothing 
to do except sit and sleep 


Dislike for food , 
Cravings for alcoholic or sex indulgences 


Other reasons which were given a less 
important rank included “restlessness 
characteristics of disease,” “desire to 
die at home, if must die,” and “seeks 
more favorable climate.” 


Often no one reason drives the patient to leave 
the sanatorium. An accumulation of worries, im- 
pressions, and grievances builds up an emotional 
force sufficient to cause the patient to act against 
his own interests, if not indeed against his rea- 
soned judgment. We are dealing with intangible 
elements, colored by the tendency of the sick pa- 
tient to see his situation and treatment in an un- 
real and distorted light. 


Combating Reasons Associated with Problems of 
Hospital Adjustment 

Often, dissatisfaction with sanatorium care was 

given as a contributing cause. Progress toward 


recovery seemed unnecessarily slow. Patients felt 
a lack of warmth and personal interest in the pro- 
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fessional care received. They became bored and 
dissatisfied because of the unrelieved monotony of 
of the sanatorium regime. 


This dissatisfaction is no doubt engendered by 
the patients’ own condition as is dissatisfaction on 
the patients’ part with his food, bed, location and 
other minor complaints which are offered fre- 
quently, as reasons for the patient leaving the 
sanatorium against the physician’s advice. 


Sanatoria directors and community workers 
were in agreement that the personnel of sanatoria 
were often responsible for these conditions. 


“The most important thing of all is the at- 
titude, spirit, kindliness, and patience of the 
sanatorium staff. A mechanical ward nurse 
can take away a patient’s desire to remain. 
The reception a patient has on admission is 
important in the patient’s decision as to 
whether he is going to like it or not. The key 
person in this problem. .. is the physician, his 
personality and his interest in the individual 
patient .. . the patient feels.” 


It should be added at this point that the survey 
indicates how much the sanatoria are doing in a 
variety of ways to provide occupation for pa- 
tients’ leisure, to assure personalized care, and to 
minimize justification for dissatisfaction with 
sanatorium routines. 


Entertainment including movies and parties are 
important elements in maintaining morale and se- 
curing contentment among the patient group. Vo- 
cational rehabilitation likewise is considered to be 
very important. 


One league reported that it had employed a 
worker to start a rehabilitation program in the 
county sanatorium. It is hoped in this way to pro- 
vide occupational therapy which will be of suffi- 
cient interest to patients to keep them from leav- 
ing against medical advice, to provide job training 
for as many as are willing and able to take advan- 
tage of it, and to attempt something in the way of 
job placements. 


Whatever may be the nature of complaints or 
how far-fetched or irresponsible they may seem, 
sanatorium administrators must be alert to them 
and should be able to satisfy patients that they are 
receiving thoughtful consideration. Indeed, it 
would seem advisable that the executives of sana- 
toria look fully into these questions. Perhaps 
they may thus become aware of situations which 
in the pressure of the daily work might otherwise 
have been overlooked. 


Counteracting Reasons for Leaving Associated 
With Family Life 


“Economic” factors seem to be most frequently 
mentioned as a potent reason for the patient’s 
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mental insecurity, resistiveness, and desire to do 
something himself toward a solution. Worry over 
economic conditions at home is one of the most 
important reasons given by patients leaving sana- 
toria against medical advice. Workers therefore 
placed great stress on the importance of being 
able to assure patients that their families would 
be properly cared for during either parent’s stay 
at a sanatorium. 


The New Jersey law offers a partial solution 
to economic strain on family security for there 
are provisions under which dependent children of 
tuberculous fathers may be supported from tax 
funds. Under the following law help is available 
for 


“Any mother .. . of a dependent child 
under sixteen years of age may... file a 
petition. of assistance to the State Board of 
Children’s Guardians .:. (if) unable to sup- 
port such child and maintain her home, the 
father of such child being an inmate of an 
institution for... physical illness requiring a 
prolonged treatment.” (RS 1937, 30:5-33 ff) 


No such specific provision is available when it 
is the father who is left at home to provide for 
children, although, in principle, assistance is avail- 
able to any family rendered unable to maintain 
itself because of illness such as tuberculosis under 
the terms of the basic public assistance act, ad- 
ministered under the supervision of the State 
Municipal Aid Administration. 


It should be possible, therefore, to assure all 
tuberculous patients that the subsistence needs 
of their dependents can be met. Many self- 
respecting parents, however, will find it distaste- 
ful. to have their families long dependent upon 
public assistance. Public relief can alleviate the 
worst economic consequences of the hospitaliza- 
tion of the chief breadwinner. He, however, can 
still be expected to worry somewhat about when 
and how the family will get back on its own feet. 


Persuasion Backed by a Big Stick 


What may we then. suggest as a solution for 
these problems which penetrate so deeply into the 
lives of the patients we are trying to serve? It is 
quite evident that it is not an “either” “or” propo- 
sition. We do not have a choice between— 


1 Exercising force to retain tuberculous 
patients in the sanatoria against their will 
or committing them against their will if 
they are unwilling to enter, or; 


2 Relying solely upon the effectiveness of 
educational and persuasive methods. 


The factors which are at the root of the indi- 
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vidual’s troubles need to be carefully gone into 


and all available methods employed to remedy 


them as far as possible. 


One of the prime requisites should be to study 
the patients’ home, family, and economic situa- 
tions to determine the factors which impel him so 
strongly to leave the sanatorium or which make 
him so reluctant to enter a sanatorium. 


We must consider each patient as an individual. 
The solutions we arrive at must be based on 
the case work principle. The procedure must be 
carried through by a specialized worker, collabo- 
rating with the physician, the nurse, the clinic, 
and the sanatorium. 


Then persuasion of the most convincing kind 
can be employed. The individual patient can be 
thoroughly indoctrinated as to the importance 
of self-discipline and control, in his own interest 
and for the protection of others. Physicians, 
nurses, and all other workers can create an atmos- 
phere of friendliness and understanding and can 


instill in patients a sense of confidence and will- 
ingness to follow advice and guidance. 


To complete the circle of reference, however, 
part of the educational process must be for the 
development of public opinion which expects and 
takes for granted that the law will guard the 
public interest by restraining tuberculous persons 
who spread infection by persistence in careless 
hygienic habits. 


But in the last analysis, Education has and al- 
ways must be the strongest weapon in our arsenal. 
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Association of California Hospitals 


The Association of California Hospitals held its 
annual conference at the Roosevelt Hotel, Holly- 
wood, April 6 and 7. The president of the asso- 
ciation, F. Stanley Durie, superintendent of Uni- 
versity of California Hospital, San Francisco, and 
the executive-secretary, Thomas F. Clark, pre- 
pared an excellent program. 


The convention was formally opened by F. 8. 
Durie, president of the Association, on Monday 
morning. Dr. Anthony J. J. Rourke, superintend- 
ent of Stanford University Hospital, San Fran- 
cisco, California, spoke on “National Emergency 
Defense,” and Thomas F. Clark who is Hospital 
Coordinator of State Civilian Defense, spoke on 
“State and Local Emergency Defense.” The ses- 
sion was closed by Dr. Leonard A. Scheele, Re- 
gional Medical Officer, Ninth Civilian Defense 
Region. 


Dr. B. W. Black, medical director and superin- 
tendent of the Highland-Alameda County Hos- 
pitals, Oakland, and junior past-president of the 
American Hospital Association, presided at the 
Monday afternoon session. Dr. Bert W. Caldwell, 
executive secretary of the American Hospital 
Association, spoke on “The Position of the Hos- 
pital in Civilian Defense,” and Howard Burrell, a 
prominent member of the California Bar and at- 
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torney for the Association of California Hospitals, 
spoke on “Present Status of Hospitals Under 
Social Security and Unemployment Acts.” 


The “Blue Cross” program and banquet were 
held on Monday evening, with R. E. Heerman, 
president of the Hospital Service of Southern 
California, and superintendent of the California 
Hospital, Los Angeles, presiding. John R. Man- 
nix, executive director of the Michigan Hospital 
Service, Detroit, Michigan, and Neil Petree, 
director of Hospital Service of Southern California, 
Los Angeles, were the after-dinner speakers. 


Dr. Glenn E. Myers, medical director of the 
Compton Sanitarium and Las Campanas Hos- 
pital, Compton, and junior past-president of the 
Association of California Hospitals, presided at 
the Tuesday morning session. The assembly 
theme subject was “Practical Problems of Hos- 
pitals During War Times.” 


The annual banquet was held on Tuesday eve- 
ning, with Dr. Bert W. Caldwell as the guest 
speaker. 


D. L. Braskamp, superintendent of the Alham- 
bra Hospital, Alhambra, was installed as president 
of the Association of California Hospitals for the 
coming year. 
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The "Human" Hospital — Its Size, Its Personnel 
MALCOLM V. T. WALLACE 


HEN, at the age of thirty-two, Sir Philip 
WY snes fell mortally wounded on the field 

of Zutphen, the pen of one of the great- 
est lights of the Elizabethan era was forever 
stilled. This man, who was never much of a sol- 
dier, made his chief claim to greatness by being 
a soldier. Men who have never heard of the name 
“Arcadia”—one of the first of the prose romances 
of the English language—still hold in reverence 
the name of its author. For it so happened that, 
as Sidney lay upon the ground, his life blood 
issuing from his shattered side, a common soldier 
lay beside him in similar plight. Both men were 
exceedingly thirsty, and in Sidney’s canteen there 
still remained a few drops of water. Passing his 
canteen with its precious contents to the soldier, 
Sir Philip Sidney gave utterance to his most 
famous line: 


“Thy necessity is yet greater than mine.” 


Thus Sidney, the great author—remembered 
not because he was a great author, but because 
in dying he was born to the memory of posterity 
for an act of human kindness. 


Relative to hospitals, what, exactly, does the 
term “human” mean? Webster’s New Interna- 
tional Dictionary gives as one definition: 


“Having, showing, or evidencing a disposi- 
tion to treat other human beings or animals 
with kindness or compassion.” 


It is not difficult to believe that it is altogether 
fitting and proper that the hospital be a “human” 
institution. The words “human” and “institu- 
tion” of themselves contain no mutually exclusive 
element. In his “Hospital Organization and Man- 
agement,” Dr. Malcolm T. MacEachern, wrote the 
following, concerning the origin of hospitals in 
general :? 


“The maintenance of hospitals today is due 
to the human emotions of fear, pity, and sym- 
pathy, together with a civic consciousness 
and religious zeal. If civilization has changed, 
human nature has remained much the same, 


mM ‘aeachern, M. T., “Hospital Organization and Manage- 
nen 
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for it was those fundamental human emotions 
of fear, sympathy and religion which led an- 
cient peoples to build hospitals thousands of 
years ago.” 


Let us follow this thought to its logical end. 
Do those human emotions which lead to the estab- 
lishment and maintenance of a hospital end with 
the establishment and maintenance of that hos- 
pital? Is the hospital the final goal of achieve- 
ment to be desired? Or was it perchance intended 
by those pioneer philanthropists that the human 
emotions which prompted them to establish hos- 
pitals permeate these hospitals like the electric 
current in a wire, to come to light in the passing 
on of these emotions by the hospital to the public 
at large? 


It may be argued that the hospitals today are 
human institutions—just as human as they can 
afford to be. There may be some justification for 
this self-satisfied frame of mind. Let us, how- 
ever, before committing ourselves definitely to 
any one thesis, consider this excerpt from an arti- 
cle which appeared in the Atlantic Monthly of 
August, 1941, written by Dr. Miles Atkinson :* 


“As a result of this attitude (the all-im- 
portance of the hospital) a whole train of fal- 
lacies has arisen—that the bigger the build- 
ing, the finer the hospital; the larger the 
staff, the better the work; the longer the 
rules, the greater the efficiency; and that all 
energies should be devoted to the task of 
keeping the machine running. Patients, doc- 
tors and nurses are fed into its maw to that 
end, like pigs into a sausage factory ...The 
patient, instead of being the first considera- 
tion, tends to take second place .. .” 


The author of the article quoted takes an atti- 
tude of severe condemnation of our hospitals, en- 


2Atkinson, Miles, “The Patient Comes — First,” Atlantic 
Monthly, August, 1941, pp. 157-158. 
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tirely unjustified and in no sense warranted by 
the universally friendly relations which our hos- 
_pitals maintain with their patients and the public. 
If it were true only in small part, the reader might 
conclude that if our hospitals are really “human” 
hospitals, this fact is not generally known. 


Very frequently—and not only with respect to 
hospitals—the concept of size takes on an un- 
warranted importance. The size of the hospital 
can have no direct bearing upon the “human- 
ity” of the hospital, any more than the size of a 
community can have any direct effect upon the 
particular brand of patriotism prevalent in that 
region. The greatness of a hospital can have some 
indirect influence upon its “humanity,” in that 
its size, which requires a large staff or personnel, 
makes it necessary that certain individuals be 
hired regardless of their personality and at- 
tributes. It cannot, however, be logically argued 
that, because a hospital has 600 beds, it is ipso 
facto more “hard-boiled” than a hospital with 60 
beds. 


There is an old proverb still in good standing 
to the effect that: 


“It takes all kinds of people to make up a 
world.” 


That is exactly the point. The people do make 
up the world. So, too, do the personnel make up 
the hospital. While all have, thank God, varying 
personalities, hospital employees should be im- 
pressed by the cold, hard, fact that it is they who 
outwardly manifest the “humanity” or the lack of 
“humanity” of their hospital. 


Hospital personnel, however, are merely liaison 
officers in the total scheme. They bridge the gap 
between the administration and the public. The 
administrator, in turn, is a liaison between the 
board of trustees and the personnel. 


The fountainhead, therefore, of the “humanity” 
of the hospital may be said to be the board of 
trustees. They formulate all principles by which 
the hospital is governed. By their rulings upon 
various questions which may arise, they outline 
the course which the hospital is to follow. To 
quote Doctor MacEachern :* 


“The governing body must always be re- 
garded as the supreme authority in the hos- 
pital, the body to which the director, the 
medical staff, the personnel, and all auxiliary 
organizations are directly or indirectly re- 
sponsible. This authority carries with it a 
resulting responsibility which makes it obli- 





%MacEachern, M. T., op. cit., pp. 82-83. 
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gatory for each member of the governing 
body to perform the duties involved as con- 
scientiously and as efficiently as possible.” 


Assuming that it be the desire of the board of 
trustees that the hospital be a “human” institu- 
tion, it is therefore the responsibility of the per- 
sonnel to mainifest this attitude towards the gen- 
eral public. This is no easy task. The genera! 
public, as anyone who has had to make contacts 
with them will agree, is, oftentimes, surly, per- 
emptory and hard to please. These characteris- 
tics are accentuated by emotional duress. Add to 
this those who are constitutionally psychopathic 
inferiors, and who are never satisfied, and one 
can roughly perceive the magnitude of the un- 
dertaking. 


Since no treatise of this kind would be complete 
without a few suggestions as to the means of ob- 
taining the end desired, there are hereby set down 
a few principles which should ordinarily be of 
assistance in making the hospital a “human” 
hospital. 


1 SATISFIED PERSONNEL—the people who work 
for an institution. of this kind cannot be ex- 
pected to be interested in furthering the good 
name of a hospital unless they are satisfied 
with the conditions under which they labor. 


2 CHRISTIAN CHARITY—the realization that the 
patient, or his family is more unfortunate 
than the employee, with the resultant char- 
itable emotions, based upon supernatural 
motives. 


This would not necessitate a “Pollyanna” 
approach; for charity should be tempered 
with justice. Defaulting debtors, therefore, 
should not be mollycoddled. 


3 CHRISTIAN JUSTICE—the realization that the 
individual to be met is also a human being, 
to be treated with all due respect. 


4 CHEERFUL ATMOSPHERE—this is a corollary 
to No. 1. 


5 A SOUND PUBLIC RELATIONS PROGRAM, EM- 
PHASIZING THE BENEFITS THAT ACCRUE TO 
THE COMMUNITY FROM THE HOSPITAL— 

If the hospital hides the light of its endeavor 
under the proverbial bushel-basket, it will 
probably remain there. 


In conclusion, may it be stated that the topic 
of the “human” hospital has many ramifications, 
and is worthy of one, or several lengthy treatises. 
If the surface has even been scratched by these 
few remarks, your commentator is more than 
satisfied. 
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Solutions “in Saftiflasks” protects doctor 
and hospital, and provides smooth, reac- 
tion-free infusions. 


CUTTER LABORATORIES * BERKELEY * CHICAGO » NEW YORK 
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Development and Manufacture of Pharmaceutical 
Preparations in the Hospital Pharmacy 


EDWARD D. DAVY 


in hospital pharmacy manufacturing, and 

sufficient time has elapsed since this proce- 
dure was started to permit an unbiased appraisal 
of the results. One need go back only five or ten 
years for a contrast picture of hospital pharmacy. 
Indeed, even today, in many places, one may find 
the pharmacy in a dingy basement room, poorly 
ventilated and depending entirely on artificial 
light. This room is sometimes alluded to as “The 
Drug Room.” I think the majority of us have 
seen such a place but, fortunately, this type is 
rapidly being eliminated and replaced by large, 
well equipped, well staffed pharmacies with, not 
one, but several trained pharmacists all of whom 
are busy rendering intelligent pharmaceutical ser- 
vice and commanding the respect both of the ad- 
ministration and the medical staff. 


G in boon developmental work has been done 


It may be said that a very large part of this 
improvement is a result of pharmaceutical manu- 
facturing accompanied by increased educational 
requirements for pharmacists, making possible 
the manufacture and standardization of pharma- 
ceuticals and developmental work. For proof of 
this improvement observe the progress that has 
been. made and inquire of those in hospital work 
who may have known prevailing conditions of a 
few years ago, as to the cause of this change. 
Hospital pharmacists are no longer merely dis- 
pensers or purveyors of manufactured products. 
They represent professional pharmacy at its best. 


It is the purpose of this discussion to encourage 
the further development of manufacturing of 
pharmaceutical preparations in the hospital 
pharmacy and to suggest a method of approach to 
the problem, if manufacturing is not already a 
part of your pharmacy program. A good start has 
been made but much remains to be done even in 
those hospitals that have developed manufactur- 
ing and to a limited extent have the laboratory fa- 
cilities for developmental work. This latter feature 





Presented at the Ohio Society of Hospital Pharmacists Con- 
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must accompany any progressive program. Con- 
stant reference to the saving of money as a reason 
for existence will soon react unfavorably. A real 
progressive program cannot be maintained with- 
out competent personnel and laboratory facilities 
for continued development. Some of the savings 
should be allocated for research purposes, old 
products should have the benefit of study and new 
ones should be developed in cooperation with the 
medical staff. 


Presenting the Plan 


In presenting any plan for the manufacturing 
of pharmaceuticals, it is first necessary to bring 
the advantage of it to the attention of the admin- 
istrative officers and the medical staff. If possible, 
have them visit a well established hospital manu- 
facturing laboratory where the type of products 
in use can be noted and the fallacy of continuing 
to use products not official, at prices much in 
excess of official ones, can be pointed out. Phar- 
macopeial and National Formulary formulae are 
well known to all of you and products needed for 
research or particular use by the medical staff 
should have special attention. It may also be 
pointed out that proprietary or semi-proprietary 
products, known largely by name and not by what 
they contain, lead to the prescribing of propric- 
taries or, still worse, the dispensing of proprie- 
taries in private practice and eventually may lead 
to self-medication. No more need be said as you 
are all familiar with this subject, though some 
may even now say it is controversial. 


Location a First Consideration in Establishing 
the Manufacturing Laboratory 


In establishing a manufacturing laboratory one 
of the first considerations is that of location with 
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respect to the pharmacy. It should be located 
near, if not adjacent to, the pharmacy. In some 
instances space may not be available without mov- 
ing the pharmacy to new quarters where a stock 
room may be provided as well as storage for 
finished products, all of which should be so located 
that common supervision is possible, and all sup- 
plies made easily available. 


The preparation of bulk sterile solutions and 
ampuls is preferably done in a separate room so 
located that freedom from contamination is pos- 
sible. Storage for the finished products should be 
provided in cases with tightly fitted doors to pro- 
tect containers. It is of course understood that 
tags or labels indicating the kind of solution and 
expiration date shall be attached. Sterile solu- 
tions offer many problems in research, particu- 
larly with regard to deterioration due to steriliza- 
tion and aging, and making the solutions more 
stable. Many of the older solutions have fairly 
well established limits, but the constantly increas- 
ing number of chemotherapeutic agents given by 
injection makes this a constant problem. 


Learning the Needs of the Medical Staff 


Repeated contacts and associations with the 
medical staff of the hospital offer a splendid op- 
portunity for the pharmacist to learn the needs 
in medicine for the development of new products, 
in fact, few have the opportunity which he has 
as a hospital pharmacist. 


The problems of mutual interest confronting 
the pharmacist and the medical staff can best be 
discussed at regularly scheduled committee meet- 
ings at intervals calculated to meet the needs of 
both. The committee should be composed of a 
representative of each branch of the medical serv- 
ice and representatives of the pharmacy. Pro- 
gressive action, a mutual understanding, and a 
wholesome respect is bound to be the outcome. 


Equipment 


The manufacturing equipment necessary will 
depend on the size of the hospital which in a large 


measure determines the volume demand. It should 
be remembered that in many instances the use of 
official or special formulae medication actually 
increases the amount used because of lowered cost. 


The type of equipment such as tablet machine 
filter, ointment mill, sterilizers or other necessary 
equipment should be determined after a careful 
study of the needs of the institution and by visit- 
ing a well established hospital manufacturing 
laboratory. 


Equipment for a control laboratory should also 
be provided. Products requiring standardization 
should be analyzed and permanent records kept. 
Only official quality drugs and chemicals should 
be used. Much equipment for analytical work is 
already available in the majority of hospitals and 
needs only to be assembled. Polariscopes at 
modest prices are available for the rapid evalua- 
tion of the sugar content in solutions such as 
sterile dextrose. 


Training in Hospital Pharmacy 


The establishment of a manufacturing labora- 
tory will require additional help which should have 
been trained in hospital pharmacy and especially 
in manufacturing. Graduate work is now provided 
in hospital pharmacy, after which internships are 
provided in the hospital supervised by the hos- 
pital pharmacist. A pharmacist directing such in- 
ternship should arrange for the intern to famil- 
iarize himself with other departments of the hos- 
pital. This may be done by arranging for the de- 
partment head to explain the functions of that 
particular department. Once the acquaintance is 
made, future visits should be continued until the 
intern is familiar with the various departments. 


Graduate study in hospital pharmacy offers the 
best approach for training young men and women 
preferably followed by an internship which will 
give them experience in each department of the 
pharmacy and acquaint them with the problems of 
buying, stock keeping, keeping narcotic records, 
etc., thereby preparing them for the management 
and proper conduct of a hospital pharmacy. 
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New Literature on Surgical Lighting 


Published recently was a new booklet on sur- 
gical lighting by Scanlan-Morris Company, Mad- 
ison, Wisconsin. They have made use of the most 
modern methods in the art of printing to exhibit 
their products and their uses. Every minute de- 
tail of mechanism is described by expert photog- 
raphy and reproductions of blueprint drawings. 
Here is a beautiful example of salesmanship in 
print. 
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Besides this publication, Scanlan-Morris Com- 
pany has printed three catalogs in Spanish for 
South American customers. These Spanish books 
for the Latin-American market are excellent ex- 
hibits of what North American manufacturers are 
doing to cement cooperation between our coun- 
tries. They are truly ambassadors of business 
good will. 
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TOMAC-EXYLIN 


The Hospital Sheeting Made of 
air, gas, salt, coke and water 


»% Has many advantages over rubber — resistant 
to oil, urine, gas, salt, coke, water and acids. 


Wrinkleproof, cool, comfortable and odorless. Sold 
all made up into mattress and pillow protectors, 
chemistry aprons, sleeve protectors, yet costs no 
more than ordinary sheeting bought by the yard. 

Used daily in hundreds of hospitals and gives 
100% satisfaction. 


* * 


PREPARE FOR... POWER 


ban 
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Projects Powerful 
2500 Ft. Ray 
Recharged Overnight 


* You don’t have to worry about power 
failure, with Big Beam Lamps in strategic spots in 
your hospital. Ideal for operating rooms, wards, 
halls, catastrophe trucks, ambulances, etc. Silver 
plated, 67% reflector is easily focused. 

Main bulb operates 10 hours, auxiliary bulb 100 
hours. Long life, heavy duty battery. Recharges 
overnight on A.C. or D.C. line. Sturdy steel case. 
Fingertip switches. $31.75 (battery charger $13.50 


extra.) 
AMERICAN 


HOSPITAL SUPPLY CORP. 
Chicago New York 
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Do You 
Have the 


BASIS FOR SUCCESS? 








It isn’t so much a matter of education .. . 
or experience that makes for success . . . 
It’s the right mental attitude! Once you 
have it, you'll feel an inward zealousness, 
an insatiable desire to accomplish the 
day’s work and make ready for the next 
. .. and unless you do feel that way to- 
ward your job, you cannot make the prog- 
ress that brings success. 


If you’re restless in your work . . . and if 
the satisfaction of accomplishment fails to 
conclude your day’s work . . . then you’re 
on the wrong track. Be fair to yourself 
and your superiors . . . let this Bureau 
place you in the spot that will stimulate 
your ambition and accelerate your rate of 
progress toward success. 

Our 45 years of experience and our ethi- 
cal policies are your assurance of a con- 
fidential, dignified and exacting service. 
Won’t you write today? 
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MEDICAL PERSONNEL BUREAU 
Ann Ridley Woodward, Director 


Suite 422-D, 30 North Michigan Avenue 
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The Library on a War Basis 


MARION KAPPES, M.A. 


for the aid of every department. The 

library must fill the considerable function 
of providing the latest authoritative information 
on all phases of medical preparedness. Moreover, 
in a general hospital that may at any time be- 
come a center for emergency care, the library 
must be prepared to produce the most recent data 
on hemorrhage, treatment of shock, or manage- 
ment of types of injuries not ordinarily met with 
in civilian practice. To function efficiently under 
the demands of a nation at war, the library in 
the hospital needs new orientation. 


a DEFENSE program for a hospital calls 


War time in the library means concentration on 
making available without delay the latest and best 
material on medical and surgical treatment and 
procedure. If cataloging is neglected or records 
are incomplete no one will suffer, but material on 
the treatment of burns must be quickly at hand 
or the library has failed. A report on blood trans- 
fusion had better go out to a doctor and never 
come back than be tucked away in a workroom 
waiting to be accessioned while the blood transfu- 
sion committee is outlining its procedure. 


Printed Material on Latest Developments in 
Medical Preparedness 


War Medicine, that valuable journal started a 
year ago by the American Medical Association, 
should be on the subscription list of every hos- 
pital for the duration. No group of doctors can 
keep fully abreast of developments in military and 
defense medicine without it. Other journals con- 
taining much that relates to the national defense 
effort are Public Health Reports, The American 
Journal of Public Health, The Journal of Nutri- 
tion, Military Surgeon, and, because of their re- 
ports from the actual scene of war, the Lancet 
and the British Medical Journal. 


Quick Reference Index of Articles in Journals 


Indexing of selected articles in current journals 
as they appear insures their greater usefulness. 
Complete subject and author cards for each ar- 
ticle may demand too much time and work, but a 
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“quick reference” method may be adopted: one 
subject card may hold the briefest references to 
data on that subject. The “Quick Reference 
Index” may well include cards noting information 
on subjects not ordinarily included in a medical 
subject file. “Air Raid Precautions,” “Blackout 
Materials and Methods,” “Priorities,” “Consumer 
Notes,” will point out the location of information 
needed by hospital personnel other than the med- 
ical and nursing staff. 


Books are more problematic than journals. Few 
libraries can afford to buy all the new books on 
military medicine and related subjects, or even 
the most significant ones. It behooves librarians, 
however, to know what the new books are, to 
watch reviews, and to find out if possible which 
libraries or individual doctors have them and 
would be willing to lend them. 


Pamphlets, bulletins, reprints and clipped items 
take first rank in the war library. Lists are 
checked and requests made for wanted pamphlets. 
Reprints of articles pertinent to war medicine that 
appear in current journals are requested from 
the authors. News items, abstracts, and entire 
articles are clipped from duplicate journals. Notes 
from Foreign Letters appearing in the Journal of 
the American Medical Association often contain 
suggestions of great value, not easily found un- 
less clipped and filed. 


Practical methods of assembling and displaying 
the emergency collection will suggest themselves 
according to the size and set-up of the library and 
the form of the material. 


Bulletin Boards and Special Book Shelves Are 
Valuable for Easy Reference 


A bulletin board may serve to bring news notes 
to the attention of the personnel. To be effective, 
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Here is a table that’s made for six-footers or five- 
footers. It has a total range of elevation of 18”. 


It has a special appeal to specialists. 


GYNECOLOGISTS. The Mont R. Reid table permits you to 
sit erect when your patient is in the conventional gynecological 
position. You can work in comfort, for this table may be 


raised to any height that suits you. 


MONT R. READ 


TABLE 





BRAIN SURGEONS. For the man who prefers to stand while 
operating, the Mont R. Reid is ideal. It brings the patient’s 


head shoulder-high and at the same time provides a rigid, safe 


support. Top elevates to 51”. 


Write for complete description. 


s#™M ax WocHER & SON Co, 


SURGICAL EQUIPMENT OF ADVANCED DESIGN 
CINCINNATI, OHIO, U. S. A. 
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This Baby Identification 


ASSURES The Mother 


She sees that it is sealed-on and cannot be removed by any- 
one until cut off. She sees that her own surname is spelled 
out with white letter beads. She sees that it is a blue bead 
necklace or bracelet, attractive and clean. And because the 
identification is placed on at birth she feels sure of her baby 
—and is a contented patient. 


Deknatel Name-On Beads 


Are simple, safe, sanitary and inexpensive. Adaptable to all 
forms of identification—even quintuplets. 


Write for Sample. 


See our exhibit at the Catholic Hospital Association 
Convention — Chicago — June 15-19. 
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Diack Contots 
Are— 


® Scientifically designed 
® Hermetically sealedin glass 


@ Leave no heavy chemical 
on the dressings 


® Do not burn dressings 


























the arrangement must be arresting and the items 
should be frequently changed. Miscellaneous clip- 
pings may be kept in a scrap book. Notes in re- 
gard to committees, personnel, and organization 
form an ever changing collection on “Defense Or- 
ganization.” A special shelf of books and journals 
might be highlighted with appropriate lettering. 
Folders of reprints, pamphlets, and clipped items, 
classified by subjects, may either be displayed in 
a separate “Emergency” or “Medical Prepared- 
ness” file, or certain folders in a regular vertical 
file may be designated by strips of red scotch tape 
across the tops, indicating that they contain ref- 
erences for emergency use. Subjects included in 
the preparedness collection are: “Air Raids,” 
“Blood Transfusion,” “Burns,” “Civilian De- 
fense,” “First Aid,” “Fractures,” “Gangrene,” 
“Gas,” “Hemorrhage,” “Injuries,” “Masks,” “Nu- 
trition,” “Shock,” “Tetanus,” “Wounds,” et cet- 
era. Nursing care will be emphasized in libraries 
serving both nurses and doctors. 


Available Resources of Other Libraries 


The hospital library will make no pretense of 
being self-sufficient in an emergency or at any 
other time. One of the functions of the library 
is to make use of resources available through 
other libraries and agencies. The published in- 
dexes of library resources—one by the American 
Library Association and one by the Special Li- 
braries Association—are valuable, but they may 
prove less useful to the small library than a per- 
sonal knowledge of the holdings and services of 
other local libraries, large and small. 


The first thought in any medical or hospital 
emergency is the service given by the American 
Medical Association, the American Hospital As- 
sociation, and the American College of Surgeons. 
For most efficient coverage of the emergency med- 
ical needs of a community it is necessary also for 
all small local libraries to work together, to avoid 
duplication, and to cooperate in a pooling of re- 
sources. One library can undertake to assemble 
folder material on certain subjects, while another 
covers other subjects. The indexing of current 


journals may be divided between libraries. The 
more extensive bibliographies on military medi- 
cine prepared by larger libraries should be made 
available to others. Note too that through spe- 
cial libraries it is possible to benefit by the knowl- 
edge and opinions of experts in their special fields. 
Any special librarian knows that not all of the 
information she must provide is to be found in 
print. 


Public libraries and special libraries are all or- 
ganizing for wartime service and will be relied 
upon by the medical group for what they can pro- 
vide. Physicians and hospitals will be concerned 
with health and nutrition as well as with medical 
care. On these subjects some of the libraries con- 
nected with food product companies have very 
complete and valuable collections. Business libra- 
ries will be referred to when questions arise con- 
cerning production of essential goods, priorities, 
et cetera. The public libraries are invaluable ref- 
erence sources on almost any subject not strictly 
medical. In some cities general information cen- 
ters for civilian defense have been set up in public 
libraries. All libraries are working to the same 
end: providing information concerning the emer- 
gencies arising in a nation at war. There should 
be no chance for any lack of effort, or for any 
waste effort, on the part of any library. There is 
too much for all to do. 


Institutional libraries will do well to keep in 
close touch with library associations—the Medi- 
cal Library Association, the Special Libraries As- 
sociation, and the American Library Association 
—and with such local library groups as there may 
be. The importance of working closely with the 
local medical council for defense must not be over- 
looked. Either through an organized library 
group, through a local hospital organization, or 
by individual contact, the medical leaders on de- 
fense committees:‘may be kept informed of the 
resources and services institutional libraries have 
to offer. It is likewise essential for the smaller 
libraries to know wherein they can be of most 
use, and to be ready to adapt their individual pro- 
grams to a larger plan. 
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Ready-Made Roentgen-Opaque Sponge 


There is now on the market a ready-made radio- 
paque sponge. It is essentially a standard gauze 
sponge for surgical use, made roentgen-opaque by 
the inclusion of a “tell-tale” in each dressing that 
can be identified positively by x-rays of diagnostic 
quality. The illustration shows the effectiveness 
of this “tell-tale” in a difficult plate—the upper 
“tell-tale” is at maximal distance from the plate, 
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the lower “tell-tale” is at minimal distance. The 
Curity Radiopaque Sponge is an operating room’s 
“insurance policy” on the sponge count or other 
precautionary procedure. It makes possible a 
final-answer to a “lost” dressing or the fear of a 
“lost” dressing. Literature on request from The 
Lewis Manufacturing Company, .. . Bauer and 
Black, Chicago. 
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HILL-ROM’S NEW 


SINGLE PEDESTAL 


OVER BED TABLE . . . Helps Leave 
Pleasant Memories of Hospital 
Sojourns ‘ e's . @ % ‘ 


Operating from the side of hospital bed or chair, 
this new deluxe model 114 Hill-Rom Over Bed Table 
offers convenience never available before to patient 
and nurse. Crank operated to any height from 29 
inches to 44 inches, it is correctly engineered and 
constructed for smooth adjustability and long life of 
service. All features of other Hill-Rom over bed 
tables, including vanity mirror, reading rack and 
tray are incorporated in a truly fine piece of furni- 
ture. Write for special bulletin, just off the press. 
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are now an integral part of all 
buying. Adequate and up-to- 
date understanding of them is 
necessary to conform with the 
rules of our Government and 
to avoid delays and confusion. 


ards and Supplies, Inc., keeps 
its member institutions posted 
by issuing frequent and easily 
understood bulletins—one of 
the many services which 
makes membership essential 


Hospital Bureau of Stand- in these times. 


HOSPITAL BUREAU 


OF 
STANDARDS AND SUPPLIES 


INCORPORATED 


247 Park Avenue , . . New York City 


A voluntary, non-profit, cooperative buying and research 
organization operated by and for voluntary institutions. 
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